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ABSTRACT
Purpose: To investigate the impact of a one-day workshop in Motivational Interviewing
(MI) on health care practitioners’ perceived competence, perceived autonomy, and
experiences and attitudes towards facilitating behaviour change among patients.
Methods: This single subject multiple baseline design study targeted a sample of 10
health practitioners. One-on-one interviews were conducted prior to the workshop and at
one and four weeks post-training. Participants completed a series of questionnaires
multiple times prior to and following the workshop. Results: Participants described
improvements in their abilities to facilitate behaviour change following the workshop.
Significant increases in perceived competence (Cohen’s effect size £=4.61), perceived
autonomy (¿^=1.62), practitioner efficacy (d=2.22), and behaviour change in routine care
(<£=1.69) were reported. Discussion: Participation in the workshop was effective. Allied
health care practitioners are in key positions to facilitate health behaviour changes that
contribute to behaviour-related illness. The integration of MI should be explored further
with a larger group.
Keywords: Motivational Interviewing, Co-Active Life Coaching, workshop, training,
health care practitioners, health behaviour counselling, perceived competence, perceived
autonomy
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. . CHAPTER!
Introduction and Literature Review
Behaviour and lifestyle choices play a significant role in the health of
individuals; the majority of morbidity and mortality rates in Canada and western society,
including cardiovascular disease, cancer and type two diabetes are, at least in part,
correlated with modifiable behaviours (Health Canada, 2004; Mokdad, Marks, Stroup, &
Gerberding, 2004; 2005). At the same time, usage of primary health care consultation in
Canada is high (Statistics Canada, 2007); hence the potential for intervention by health
care practitioners. In 2005, 77% of Canadians aged 18 to 64 years and 88% of seniors
(65+ years) reported that they had consulted a general practitioner in the previous year;
25% and 44%, respectively, had done so four or more times (Statistics Canada, 2007).
Thus, primary care providers and patient relationships represent powerful opportunities to
activate motivation and facilitate behaviour change. Researchers have found that health
care practitioners can play a key role in helping their patients improve their own health
and can do so with a reasonable level of effort, even in time-constrained practice settings
\

(Fisher et al., 2006; Lundahl & Burke, 2009; Lundahl, Kunz, Brownell, Tollefson, &
Burke, 2010; Soderlund & Nilsen, 2009). Since behaviour change often occurs in
incremental steps, a brief behavioural intervention conducted at each clinical visit could
result in patients, over time, adopting and maintaining behaviour changes such as safer
sexual behaviours, increased physical activity, among others (Centers for Disease Control
and Prevention, 2006; Lundahl & Burke, 2009;Lundahl et al., 2010). Despite this
potential for intervention, many practitioners do not utilize this opportunity effectively
(Levinson, Stiles, Inui, & Engle, 1993; Poskiparta, Kasila, & Kiuru, 2006; Scott et al.,
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2004). Explanations for this trend include a lack of perceived competence, lack of time,
and lack of compensation (Jay et al., 2008; Jay, Gillespie, Schlair, Sherman, & Kalet,
2010; Kushner, 1995; Poskiparta et al., 2006; Yeager et ah, 1996).
Motivational Interviewing (MI; Miller, 1983) is a directive, “client-centered
counselling style for eliciting behaviour change by helping people explore and resolve
their ambivalence for change” (Miller & Rollnick, 2002, p. 325). A growing body of
evidence supports the position that MI principles are effective and MI has had numerous
positive outcomes when applied to a wide variety of health behaviour problems (Brag et
al., 2007; Burke, Arkowitz & Menchola, 2003; Dilorio et ah, 2003; Dilorio, McCarty,
Resnicow, McDonnell Holstad et ah, 2008; Lundahl & Burke, 2009; Lundahl et ah, 2010;
Resnicow et ah, 2001; Scales & Miller, 2003). For example MI has been used effectively
in lowering dietary fat intake (Brag et ah, 2007), improving adherence to medication
regimes (Cooperman & Amsten, 2005; Cooperman, Parsons, Chabon, Berg, & Amsten,
2007; Dilorio et ah, 2003; Dilorio et ah, 2008), increasing fruit and vegetable intake
(Resnicow et ah, 2001), enhancing compliance with exercise programs (Scales & Miller,
2003), as well as facilitating several other health-related improvements (Burke et ah,
2003; Lundahl & Burke, 2009; Lundahl et ah, 2010). A recent publication even goes so
far as to state “if healthcare systems want to break through to higher levels of
performance, investment in the conscious and deliberate implementation of MI into
frontline settings may prove helpful” (Anstiss, 2009, p. 87).
Furthermore, MI is perceived by many in the health care field to be a useful
approach to facilitating health related behaviour changes, so much so that it is now being
incorporated into a growing number of medical school curricula (Bell & Cole, 2008;
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Moser & Stagnaro-Green, 2009; Poirier et al., 2004; White, Gazewood, & Mounsey,
2007). In the same vein, numerous brief MI training courses have been conducted with
practitioners (Britt & Blampied, 2010; Brug et al., 2007; Byrne, Watson, Butler, &
Accoroni, 2006; Dilorio et al., 2008; Fisher et al., 2006; Hartzler, Baer, Dunn,
Rosengren, & Wells, 2007; Jansink et al., 2009; Moyers et al., 2008). Despite these
courses, an agreement on the most effective format, time frame, and procedures has yet to
be achieved. Moreover, criticisms have been offered regarding the challenges in the
practical implementation of MI principles (Mesters, 2009). Research indicates that a
major challenge with MI in a setting such as daily clinical practice is the lack of
understanding about how to integrate the concepts into practice (Mesters, 2009).
Although MI is well described and has been widely researched in the health care field,
health care professionals receive varied and often minimal training towards its practical
: application (Rubak, Sandbaek, Lauritzen, & Christensen, 2005). These application
challenges may explain the inconsistent results of MI interventions (Hettema &
Hendricks, 2010; Hettema, Steele, & Miller, 2005; Mesters, 2009). There is a need to
\

identify which practitioners are in a good position to leam evidence based treatments and
there is a need for translational research to evaluate methods to apply MI to real world
clinical practice effectively (Carroll & Rounsaville, 2003; Moyers, Miller, &
Hendrickson, 2005; Najavits, Crits-Christoph, & Dierberger, 2000).
Co-Active Life Coaching (CALC; Whitworth, Kimsey-House, Kimsey-House, &
Sandahl, 2007) is a theoretically grounded behaviour change method (Irwin, & Morrow,
2005). In addition to being theoretically sound, CALC has been identified as an effective
tool for bringing the tenets of MI to life (Newnham-Kanas, Morrow, & Irwin, 2010). The

4
concepts of this method are outlined briefly here. See Figure 1 (below) for a visual
representation of the model. For a comprehensive description of the Co-Active coaching
skills, please refer to Whitworth et al. (2007).
Figure 1: The Co-Active Life Coaching Model

The client
is naturally
creative,
resourceful,
and whole.

The Co-Active Coaching Model

The agenda
comes from
the client.

listen in g

Co-Active
Coaching
addresses the
client's
whole life.

The coach
dances in the
moment with
the client.

Figure 1. Visual representation of the co-active method. From “Co-Active coaching:
New skills for coaching people toward success in work and life”, by L. Whitworth, K.
Kimsey-House, H. Kimsey-House, & P. Sandahl, 1998. Scanned and reprinted with
permission from the authors.

The Co-Active coaching method is anchored in the conviction that clients have
their own answers because they are the experts in their own lives (Whitworth et al.,
2007). Clients, within this framework, are considered to be naturally creative,
resourceful and whole (NCRW) by the coach. Therefore, Co-Active coaches ask
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questions to aid self-exploration and discovery, rather than provide advice (Whitworth et
al., 2007). This NCRW concept is one of the four cornerstones that frame and form the
foundation of the Co-Active coaching method. The second cornerstone concerns moving
towards a life that is lived in line with a client’s own values and priorities or the client’s
‘agenda’ or goal orientation in coming to the coaching relationship (Whitworth et al.,
2007). The agenda will be unique to each client; it is the client who identifies it at the
beginning of the coaching relationship, and it is the coach’s responsibility to hold the
agenda by ensuring the topics discussed are linked to this agenda. The third cornerstone
is the coach’s ability to ‘dance in the moment’ (Whitworth et al., 2007). While the topic
and theme of each coaching session continually evolve, the coach must be able to adapt
and apply Co-Active skills keeping the client’s agenda in mind. Finally, the client’s
whole life is considered and addressed in every coaching session (Whitworth et al.,
2007). Co-Active coaches recognize that one area of a client’s life always relates to the
client’s whole life and that the client’s choices are interrelated.
The designed alliance is an agreement that underpins and gives direction to the
client-coach relationship. The Co-Active principles and skills used by coaches respect
the designed alliance, which help ensure the coach and client maintain a relationship of
honesty and trust with the clients’ agenda in mind (Whitworth et al., 2007). During their
training, coaches leam to use the method’s ‘contexts’ or skills of listening, intuition, self
management, and curiosity to productively support the client’s agenda (Whitworth et al.,
2007).
An important principle of Co-Active coaching is that the client is moved
synergistically through the coaching toward a behavioural action and/or deepens her/his

learning in service of his or her chosen agenda (Whitworth et al., 2007). The Co-Active
principles, contexts and skills, include powerful questions, acknowledgement,
reinforcement, action/accountability etc and allow coaches to work in partnership with
their clients to help them attain their agenda or goals (Whitworth et al., 2007).
Recently, researchers have found the CALC approach to be associated with
positive behaviour changes among adults with obesity (Newnham-Kanas, Irwin, &
Morrow, 2008; Newnham-Kanas et al., 2010; van Zandvoort, Irwin, & Morrow, 2008;
2009) and young adult smokers (Mantler, Irwin, & Morrow, 2010). Using CALC to
apply MI principles in practice may help to increase the consistency of using MI, which
may, in turn, increase MI effectiveness while helping to ameliorate frustrations
practitioners have reported when counselling patients who are resistant to making
important health related behaviour changes (Heszen-Klemens, 1987; Jallinoja et al.,
2007; Levinson et al., 1993). Newnham-Kanas et al. (2010) recently documented the
blend of MI with CALC skills and argued that CALC is an effective way to put MI
principles into practical application. Practitioners’ attitudes and motivation toward
behaviour change conversations play an important role in the effectiveness of the
conversation, and whether it will even occur (Rollnick, Mason & Butler, 2000).
Practitioners have cited patient resistance, defensiveness, and dis-interest as reasons to
not pursue important behaviour change conversations with patients (Rollnick et al.,
2000). It is important to uncover tools that help to make the behaviour change
conversations more inviting for practitioners, and a concrete toolbox for applying MI
may help in this regard.
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To date, the impact on practitioners’ attitudes towards health behaviour change
after learning MI skills has not been studied formally; however, previous health
professional attendees at MI via CALC training workshops have identified, via
anonymous workshop evaluations and anecdotal feedback, that they experienced more
positive attitudes toward addressing behaviour change conversations, and substantial
value in using the workshop tools within their practices. Based on this informal
feedback, it is possible that MI via CALC may help practitioners reduce burnout or
frustration and may increase their satisfaction when attempting to help patients with
behaviour changes. Therefore, a formal study of this training experience is warranted
and represents the impetus for this study.

Purpose
The purpose of this mixed method study was to investigate health care
practitioners’ perceptions of the impact of a one day training workshop in Motivational
Interviewing (MI) applied through Co-Active Life Coaching (CALC) skills on their
perceived competence, attitudes toward facilitating health-behaviour changes, and
motivation to facilitate behaviour changes among patients.

Rationale
Although considerable documentation exists surrounding western societies’ health
problems and the influence of behaviour patterns and choices on these problems (Health
Canada, 2004; Lau et al., 2007; Statistics Canada, 2006), evidence is limited regarding
reliable, efficacious ways to facilitate behaviour change. Additionally, the known health
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and economic consequences associated with lifestyle and health behaviour patterns make
this area of research a necessity (Anis et al., 2010; Jain, 2004a). Currently, it is
recommended that treatment protocols for several health problems should include a
behavioural intervention as part of the clinical treatment (Centers for Disease Control and
Prevention, 2006; Huffman, 2010; Jain, 2004b; Strychar, 2004; World Health
Organization, 2001). Relevant examples of such health problems are obesity, physical
inactivity, spread of HIV through risky sexual behaviours, and medication compliance in
diseases such as osteoporosis. Many barriers to health behaviour change counselling
exist, and research reports that many physicians often do not counsel patients about
behaviour changes. For example, a recent study in the United States showed that
physicians only counselled patients about excess weight in 17% of 376 encounters with
overweight or obese patients (Scott et al., 2004). Smoking cessation counselling offers
another example; only a small percentage of smokers are advised by their physicians to
quit (Centers for Disease Control and Prevention, 1993). A U.S. study indicated that only
half the nicotine-dependent patients («=637) who saw their primary care physicians
during a particular year were asked about their smoking (Robinson, Laurent, & Little,
1995). In a United States national population-based survey of physicians over one year,
the physicians identified a patient’s smoking status in 68% of visits, but counselled about
smoking cessation in only 20% of these sessions (Thorndike, Regan, & Rigotti, 2007).
Furthermore, using data from the National Ambulatory Medical Care Survey and the
National Hospital Ambulatory Medical Care Survey, a research team examined the
provision of counselling practices at both private physician offices and hospital outpatient
departments in the U.S. between 1992 and 2000; some 45,000 patient visits throughout
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the country were utilized in the data for this study. The surveys disclosed that fewer than
30% of patients with hyperlipidemia, hypertension, obesity or diabetes received physical
activity counselling, a protocol which is recommended for these conditions (Ma, Urizar,
Alehegn, & Stafford, 2004). In a recent survey of Canadian physicians, nearly all
identified a lack of time and compensation as the strongest barriers to providing lifestyle
counselling such as nutritional counselling (Wynn, Trudeau, Taunton, Gowans, & Scott,
2010). For example, a patient typically spends only about 10 minutes with a physician
during an office visit and health behaviour counselling is not compensated
advantageously for physicians (Ohtaki, Ohtaki, & Fetters, 2003; Stange et al., 1998).
Given these challenges and constraints coupled with the more extensive time
patients spend with allied health care practitioners such as nurses, pharmacists or
dietitians, it would seem that allied health practitioners may be in a particularly
advantageous position to participate in behaviour change counselling (Grumbach &
Coffman, 1998; Pottie et al., 2008; Sommers, Marton, Barbaccia, & Randolph,
2000;Whitlock, Orleans, Pender, & Allan, 2002).
Based on both self-reports and objective research studies, researchers have found
that health care practitioners may have communication difficulties, lack confidence, have
low self-efficacy, and/or lack the training to communicate effectively with patients
(Bandura, 1996; Kushner, 1995; Levinson et al., 1993; Pololi & Potter, 1996; Poskiparta
et al., 2006; Yeager et al., 1996). Thus, effective communication training research is
warranted.
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Hypothesis
Based on the above rationale, it was hypothesized that a workshop designed to
teach health practitioners CALC tools and skills to bring MI concepts into practical use
would be perceived as useful for daily practice with their clients. Further, these newly
acquired skills were hypothesized to increase perceived competence, attitudes, and
practitioner motivation to facilitate various behaviour changes among patients. Please
note, the terms patient(s) and client(s) are used interchangeably throughout this document
(health care practitioners tend to use the term patient(s), CALC practitioners tend to use
the term client(s), and MI literature uses both).

Review of Literature
This literature review has been organized into five sections: l)arev iew o f
behaviour-related health issues health care practitioners are likely to encounter in daily
clinical practice; 2) a review of the value and role of health practitioners in facilitating
behaviour change; 3) a review of Motivational Interviewing (MI) and Co-Active Life
Coaching (CALC) and current health behaviour change interventions using trained
practitioners; 4) an assessment of the potential value of CALC training to employ MI
principles for practitioners; and 5) a review of the theoretical background and
justification for outcome measures utilized in this study.
1) Behaviour-related health issues. Conditions including, but not limited to,
cardiovascular disease, type two diabetes, and cancer, are the primary causes of
morbidity and mortality both in Canada and worldwide (Health Canada, 2004). In
Canada alone, one in 10 adult premature deaths is estimated to be elated directly to one of
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these behaviourally modifiable illnesses (Lau et al., 2007). Overweightness, obesity and
physical inactivity are related predominantly to lifestyle and behaviour, and are
associated with an increased risk of the above conditions (Field et al., 2001). A 10 year
prospective study involving 123,750 participants concluded that overweight adults were
at significantly increased risk of developing health conditions such as diabetes,
hypertension, heart disease and cancer, and the prevalence of these conditions increased
as the degree of overweight increased (Field et al., 2001). In fact, there is good evidence
that 18 co-morbidities can be linked to the state of being overweight or to the state of
being obese (Anis et al., 2010). A study of Canadian adults (n=45,958) reported
individuals who did not meet physical activity guidelines had a higher risk of
experiencing chronic conditions such as high blood pressure or type two diabetes (Bryan
& Katzmarzyk, 2011).
The state of being obese or overweight may represent the most prevalent and
significant behaviour-related health issue in our society (Statistics Canada, 2006). Over
the past 20 years overweightness and obesity rates have more than doubled among
Canadian adults, 59% of whom are considered overweight, with a Body Mass Index
greater than 25kg/m2 (Statistics Canada, 2006). Although the personal health risks are
significant, so too is the fact that the healthcare system is already extended beyond its
means, and will not be able to handle the escalating epidemic (Katzmarzyk & Janssen,
2004). In 2004 health care costs in Canada for treatment of chronic diseases related to
(self-reported) physical inactivity alone was estimated to be $5.3 billion (Katzmarzyk &
Janssen, 2004). Anis et al., (2010) investigated the cost of obesity, overweightness and
directly associated co-morbidities in Canada, and reported that the total direct costs
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attributable to overweightness and obesity in this country were $6.0 billion in 2006 (Anis
et al., 2010). The increasing burden of obesity and its associated chronic conditions
burden the health care system. Public health campaigns and interventions should be
implemented to reverse these trends (Anis et al, 2010).
It is generally accepted that psychological and behavioural factors play a primary
role in contributing to obesity (National Task Force on the Prevention and Treatment of
Obesity, 2000; Stice, Presnell, Shaw, & Rhode, 2005) and that targeting obesity-related
behaviours such as diet and exercise has the potential to significantly impact the
development of several health related conditions. For example, weight loss of five to 10
percent of obese individuals’ body weight has been demonstrated to improve blood
glucose, blood pressure, and cholesterol levels, and corresponding reductions in major
risk factors for diabetes mellitus and cardiovascular disease (Shaw, O’Rourke, Del Mar,
& Kenardy, 2001; Strychar, 2004). Therefore, facilitation of behaviour changes
surrounding diet and exercise in particular have the potential to impact health
significantly and have been strongly recommended (Jain, 2004a; Lau et al., 2007).
Similarly, medication non-adherence is a health behaviour issue that is multi-factorial.
Determinants of medication non-adherence can vary widely from person to person,
making it a good target for behavioural interventions (Peterson et al., 2007; Solomon et
al., 2010).
Similar to obesity-related behaviours, smoking behaviour is a major preventable
cause of death in developed countries (Peto, Lopez, Boreham, Thun, & Heath Jr., 1992;
Soria et al., 2006). Smoking leads to an increased probability of cardiovascular,
respiratory, and neoplastic diseases (Soria et al., 2006). With almost 20% of North
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Americans engaging in smoking behaviour and approximately $113 billion dollars spent
in direct and indirect costs associated with smoking (Centers for Disease Control and
Prevention, 2008), smoking is another good target for behaviour change interventions.
Another example of a behaviour-related health problem is the spread of HIV
through risky sexual practices and injection drug use, particularly among those who know
they are infected (UNAIDS, 2004). The development of effective prevention
interventions for this group is now a major health goal in the public health and clinical
realm (Centers for Disease Control and Prevention, 2006). Behaviour change
interventions are crucial for this health issue, and MI has been recommended for and used
in an intervention on this population with encouraging success in behaviour change
(Centers for Disease Control and Prevention, 2006; Fisher et al., 2006).
In this section, five health behaviour issues have been highlighted that are
prevalent in western society. Obesity, overweightness and their associated co
morbidities, medication non-adherence, smoking, and unsafe sexual practices represent
common behaviour-related problems that are likely to be encountered by health care
practitioners in daily clinical practice. These issues represent examples of health
concerns that CALC/MI principles and techniques, described above in the introduction,
may be useful in addressing and, potentially, modifying as a consequence.
2) Value and role of health care practitioners in facilitating behaviour
change. Statistics indicate a high level of use of primary healthcare by the Canadian
general population (Statistics Canada, 2007). Furthermore, individual health needs, as
measured by the presence of chronic conditions, were a strong determinant of service use
(Statistics Canada, 2007). These patient-practitioner visits provide an array of
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opportunities for health care practitioners to potentially impact important health-related
behaviours.
The national health promotion and disease prevention objectives in Healthy
People 2010 (U.S. Department of Health and Human Services, 2000) recommend that
physicians and other healthcare providers counsel their patients to be physically active as
part of routine healthcare visits. However, during an office visit, most of the patients’
time is spent with non-physician health care professionals such as nurses, dietitians or
pharmacists. In fact, a patient only interacts with the physicians for an average of 10
minutes (Ohtaki et al., 2003; Stange et al., 1998) per office visit. The short interaction of
physician-patient may not allow sufficient time for productive, efficacious behaviour
change conversations. However, non-physician health professionals such as nurse
practitioners, dietitians and pharmacists are usually less time-constrained and can play a
very important role in facilitating health behaviour changes among patients during office
visits (Grumbach & Coffman, 1998; Pottie et al., 2008; Sommers et al., 2000). For
example, nurses are considered the largest group of health professionals and have more
contact with patients than physicians or any other health professional group (Haddock &
Burrows, 1997). Pharmacists are regarded as one of the most accessible health-care
professionals (Resolution ResAP, 2001) placing them in a good position to deliver
behaviour change motivation counselling to patients. In fact, pharmacist interventions
with conditions including heart failure, asthma, diabetes, hypertension and dyslipidemia
have reported clinical improvement in patient outcomes as well as improved medication
adherence (Koshman, Charrois, Simpson, McAlister, & Tsuyuki, 2008; Machado, Bajcar,
Guzzo, & Einarson, 2007; Machado, Nassor, Bajcar, Guzzo, & Einarson, 2008; Rubio-
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Valera et al., 2011). Pharmacists are often the last point of contact in the health care
chain for patients collecting prescriptions and as such, pharmacists are well placed to
provide motivational support (Amet & Hersberger, 2010). Finally, dietitians can play a
key role in health and behaviour change among patients. According to the 2007
Canadian National Physicians Survey (National Physician Survey, 2010), 52% of family
physicians collaborate with dietitians and 42% offer nutrition counselling as part of their
practice and a recent survey among Canadian physicians identified lack of time and
compensation as strong barriers engaging in nutrition counselling among patients (Wynn
et al., 2010).
Particularly in cases of chronic conditions, which are often related to behavioural
issues, practitioners may see patients on a regular, repeated schedule, as in the case of
diabetes or heart disease treatment. Also, it is suggested that patients tend to respond
more positively to health care practitioners with whom they have maintained enduring
clinician-patient relationships (Soria et al., 2006). Moreover, in primary care, patients
strongly desire a patient centered approach, with communication, partnership, and health
i

promotion (Little et al., 2001). Oftedal, Karlsen andBru (2010) described how
practitioners may strengthen the self-management motivation of patients with chronic
illness through the provision of empathetic, individualized, practical and ongoing support
(Oftedal, Karlsen, & Bru, 2010).
Health care practitioners such as nurses often have excellent interpersonal skills
that help establish ongoing, trusting relationships with their patients, thereby placing
them in a good position for behaviour change counselling (Barton, Baramee, Sowers, &
Robertson, 2003; Lenz, Mundinger, Kane, Hopkins, & Lin, 2004). Patients report high
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satisfaction with nurse practitioner interactions, especially their longer consultation times
and their counselling manner (Bryant & Graham, 2002; Ingersoll, McIntosh, & Williams,
2000; Knudtson, 2000; Lenz et al., 2004).
Due to the overwhelming influence of behaviour and lifestyle choices in the
majority of diseases experienced today, health care providers are encouraged to offer
quality evidence based behavioural counselling interventions among their patients
(Whitlock et al., 2002). Although it appears paradoxical that the disabling effects of a
heart attack, diabetes, and/or obesity are not enough to motivate patients to change thenown behaviours, facilitating such change continues to pose a challenge for health
practitioners (Scales & Miller, 2003; Wens, Vermeire, Van Royen, Sabbe, & Denekens,
2005; Wooley & Gamer, 1991). The problem of poor compliance with prescribed
treatments is very complex.
Health professionals are rarely asked how they handle patient’s poor therapy
adherence. However, surveys show that patient non-compliance can affect practitioner
attitudes towards those patients. Health professionals may respond negatively to the
obese patient (Wooley & Gamer, 1991) and these patients may become a target for the
anger and resentment of professionals who feel inadequate and ineffective (Wooley &
Gamer, 1991). A recent study of family physicians’ attitudes in the treatment of obese
patients found that it was often pessimistic (Ferrante, Piasecki, Ohman-Strickland, &
Crabtree, 2009). However, a survey of 119 registered nurses reported that this group
generally have positive attitudes towards obese patients but are uncertain of the best
approaches to encourage lifestyle changes (Zuzelo & Seminara, 2006). Low selfefficacy, lack of belief that treatment is effective, frustration with patients, and lack of
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optimism surrounding patient success appear to be key issues leading to negative
attitudes towards health related behaviours including smoking and physical activity (Jay
et al., 2008; Kushner, 1995; Mercer & Tessier, 2001; Poskiparta et al., 2006; Yeager et
al., 1996).
The traditional approach to patient care, including behaviour change, often relies
on advice and direct persuasion (Gaume, Gmel, Faouzi, & Daeppen, 2009). Research
suggests that providing advice promotes healthy behaviour change in only 10%-20% of
patients (Huang, 2005; Koelewijn-van Loon et al., 2009; Searight, 2009). Advice-giving
can, and often does, increase patient resistance to change (Duran, 2003). Repeated
advice may be perceived as preaching, with subsequent risk of damaging a practitionerpatient relationship (Butler, Pill, & Stott, 1998).
In fact, patients’ insufficient knowledge is often not a barrier to health related
behaviour change (Jallinoja et al., 2007) and thus repeating advice to patients is not likely
a useful approach. Jallinoga et al. (2007) interviewed 220 physicians and nurses and only
slightly more than half estimated they had sufficient skills in lifestyle counselling, further
highlighting the need for the development of effective training tools for practitioners to
help facilitate behaviour change among patients. Furthermore, MI appears to outperform
traditional advice-giving in 80% of the 72 studies included in a review by Rubak et al.
and no harmful effects were reported from any study (Rubak et al., 2005).
The value of health care providers’ role in behaviour change is documented. The
Center for Disease Control and Prevention has indicated that nurses, social workers and
other health care providers can play a key role in facilitating healthy behaviour practices
in HIV infected patients and that the clinical care setting represents an effective context
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in which to conduct behaviour change interventions (Centers for Disease Control and
Prevention, 2003; Fisher et al., 2006). Additionally, a 2006 review of 19 physical
activity intervention studies in primary care settings reported that those interventions
conducted by allied health professionals had 100% positive short term results and 71%
had long term positive changes in patients (Tulloch, Fortier, & Hogg, 2006). This is
significantly higher than the physician-only counselling which resulted in merely 50%
positive changes in both long and short term outcomes. The authors attribute the success
of the allied health professionals behaviour change intervention to the length, intensity
and quality of the counselling, suggesting that physicians have less time for behaviour
change and less specific training in physical activity promotion (Tulloch et al., 2006).
The authors propose a recommendation that physicians use their credibility to
recommend a behaviour change and offer referrals to the appropriate allied health
professional.
Overall, non-physician health care practitioners including nurses, pharmacists,
social workers and dietitians are in a key position to facilitate behaviour change and thus
are a valuable target for health behaviour change training.
3) MI, CALC and health behaviour interventions using trained practitioners.
Motivational Interviewing and health behaviour. MI is gaining popularity as an
evidence based treatment for a wide range of problem behaviours including, but not
limited to, drinking, drug use, risky sexual behaviours, diet, and exercise (Burke et al,
2003; Hettema & Hendricks, 2010; Lundahl & Burke, 2009; Lundahl et al., 2010;
Vasilaki, Hosier, & Cox, 2006). MI has been used in clinical settings to target the issue
of medication non-adherence (Cooperman et al., 2007). Recent recommendations
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suggest a need to include MI in the treatment of smokers (Centers for Disease Control
and Prevention, 2003; World Health Organization, 2001). In fact, a recent study
advocates that the application of MI using coaching tools is valuable for reducing
smoking (Mantler et al., 2010). MI is both a treatment philosophy and a set of principles
to help people increase intrinsic motivation (Miller & Rollnick, 2002). It was first
described in 1983 and used for treating alcoholism (Miller, 1983). Today, MI is
theoretically grounded (Lundalh and Burke, 2009; Markland, Ryan, Tobin & Rollnick,
2005) and has clinical guidelines for behaviour change in a wide variety of areas, which
will be explained in this section. MI has similarities to Festinger’s cognitive dissonance
theory and the self-perception theory (Bern, 1967), according to Lundahl and Burke
(2009). The self-determination theory (Deci & Ryan, 1985) also provides a theoretical
framework from which to understand M i’s processes and efficacy (Markland, Ryan,
Tobin & Rollnick, 2005). MI incorporates empathy, open-ended questions, and reflective
listening as techniques to explore patients’ ambivalence, and to decrease patient
resistance to change. The health care provider delivering MI uses patient-centered and
directive techniques, and provides information in a non-judgmental manner (Miller,
1983; Newnham-Kanas et al., 2010).
Solomon et al. (2010) designed a trial to train practitioners to use MI to improve
medication adherence in patients with osteoporosis, and the trial is now underway
(Solomon et al., 2010). MI counselling programs have been effective in improving
adherence with HIV treatments and antihypertensive regimens (Dilorio et al., 2008;
Ogedegbe et al., 2007). Also, the Cardiovascular Health Initiative and Lifestyle
Education randomized controlled trial found that, compared with traditional cardiac
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rehabilitation, the simultaneous addition of MI to the treatment significantly enhanced
multiple health-related behaviours such as physical activity and dietary practices in
patients recovering from heart disease (Scales, 1998).
CALC and health behaviour. Life coaching is a documented approach to
enhancing the health of individuals (Newnham-Kanas, Gorczynski, Morrow, & Irwin,
2009). CALC is the form of life coaching that was used in this proposed study. This
method is grounded in at least three theories of behaviour change (Irwin, & Morrow,
2005). Irwin and Morrow (2005) identified several constructs from social cognitive
theory (SCT; Bandura, 2001), the theory of reasoned action (TRA; Fishbein, & Ajzen,
1975), and the theory of planned behaviour (TPB; Ajzen, 1998) that make up
fundamental principles of CALC. Newnham-Kanas et al. (2008) showed CALC to be an
effective intervention for reducing obesity among adults. A sample of twenty obese men
and women underwent six to eight 35-minute telephone Co-Active coaching sessions.
Significant decreases in waist circumference and significant increases in self-esteem and
functional health status were reported. Van Zandvoort et al. (2008; 2009) also found
\

CALC improved the health and self-esteem of obese female university students.
Statistically significant increases were reported in participants’ overall health status and
self-esteem, as well as a trend towards a decrease in waist circumference was reported
after an average of nine 30-minute Co-Active coaching sessions delivered weekly (van
Zandvoort et al., 2008; 2009). However, this is still a relatively new approach to health
behaviour change: the details of CALC are explained in greater depth earlier (see
Introduction). Life coaches apply behaviour interventions as they work in partnerships
with clients towards the clients’ goals. An annotated bibliography by Newnham-Kanas et
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al. (2009) revealed that different styles of life coaching have been used to improve health
issues including asthma, depression, and diabetes. Life coaching has also been used
successfully to improve exercise participation, self-determination, and self-efficacy
(Newnham-Kanas et al., 2009).
M I and CALC health behaviour change interventions involving health care
practitioners. MI is popular in the health care field and is broadly applicable in the
management of diseases that have a behavioural component (Rubak et al., 2005).
Canadian guidelines currently recommend cognitive-behaviour approaches to address
health behaviour problems such as obesity (Lau et al., 2007). Recommendations from
various agencies indicate the need to include MI specifically in the clinical treatment of
behaviours such as smoking (Soria et al., 2006; World Health Organization, 2001) and
HIV-prevention (Centers for Disease Control and Prevention, 2006; Fisher et al., 2006).
A meta-analysis conducted by Rubak et al. (2005) investigated the use of MI in
randomized clinical trials in which MI was delivered by health care practitioners and
psychologists for a broad range of conditions such as nicotine dependence, obesity, and
high blood pressure. An effect was found in 74% (53/72) of studies in this review.
Measured improvements included such things as a decrease in body mass index, glycated
hemoglobin in the blood, blood cholesterol, blood pressure and/or number of cigarettes
per day. This review highlights evidence that MI can be effective in brief encounters and
that more than one encounter with a patient increases the likelihood of effect (Rubak et
al., 2005). However, the evaluation of clearly outlined methods to deliver MI in a
clinical setting is lacking, and research is needed to uncover effective methods to
implement MI skills into the daily clinical work of health care providers (Rubak et al., ‘
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2005). This study provides information about the perceived value of CALC/MI training,
and the impact on attitudes towards behaviour change after CALC tool training to
implement MI for clinical practice.
Several groups have trained health care professionals in MI; however, the training
design and outcomes are variable, highlighting the need for further investigation. For
example, a study by Hartzler et al. (2007), in which 23 health care practitioners were
trained for five, three-hour group sessions over two week intervals, investigated the
impact of training on practitioners self-rating of MI skills. This study also used objective
measures of skill gains. It was found practitioners adequately performed MI skills after
training, but underestimated these gains when self-reporting (Hartzler et ah, 2007). A
pilot study trained two diabetes nurse educators in a 12 hour MI workshop with ongoing
feedback and supervision. The authors reported that practitioners maintained positive
changes 12 months after the initial MI training (Britt & Blampied, 2010).
A randomized trial (n=129) investigated the effects of a two-day workshop on
health care practitioners such as nurses and social workers. Practitioners were observed
\

in clinical sessions before and at four, eight and 12 months after training. Training was
effective to increase skills levels of the clinicians but the skills were not retained past four
months, despite personalized feedback (Moyers et al., 2008).
Fisher et al. (2006) trained a group of physicians and allied health professionals
(n=23) in techniques drawn from MI in a three hour workshop that included didactic
teaching and interactive practice of MI techniques. A one hour, one-on-one follow-up
session was conducted and a MI manual provided. This study was effective in reducing a
broad measure of HIV-infected patients’ risky sexual behaviour and the intervention only

23

took 5-10 minutes for delivery. However, a qualitative component was lacking in this
study. It is important to understand the practitioners’ perspective of utilizing behaviour
change techniques in clinical practice. The adoption and maintenance of these techniques
beyond the scope of a research intervention will depend on the practitioners’ perceptions
of usefulness and their perceived competence to deliver such techniques.
Thirty-seven dietitians participated in a randomized controlled trial. Eighteen
dietitians were trained for two days in basic MI skills. Outcome measures included
counselling style and patient outcomes. Patients (n=142) lowered their saturated fat
intake after receiving counselling from the MI trained dietitians, and it was reported that
the MI trained dietitians did change their counselling style (Brag et al., 2007).
Dilorio et al. (2003) conducted a pilot study on nurses to increase medication
adherence among patients. Three nurses attended 25 hours of classroom training in MI
and medication adherence information. Patient outcomes were reported and participants
in the MI group reported being more likely to follow their medication regimes (Dilorio et
al., 2008).
A recent randomized controlled trial involving 70 general practices and 700
patients with type two diabetes showed positive effects of nurse-led MI (Jansink et al.,
2009). Nurses were trained in MI, diabetes protocol and lifestyle changes for a total of
four half-days. The details of the MI training were not well described and at the time of
this writing, the results have not yet been published.
; Byrne et al. (2010) trained 10 nurses at a HIV clinic in MI. Training was
delivered in one morning and again six months later. Training included didactic
teaching, group work and role playing. Self-reported questionnaires were used to
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evaluate nurses’ knowledge of and confidence in using MI. Results indicated a positive
impact on both of these outcomes and qualitatively nurses reported feeling more
confident and comfortable addressing behaviour change among patients. This impact
was retained at the six month follow-up (Byrne et al., 2006).
Using CALC tools, techniques, and methods as ways and means to make MI
effective and operational for health practitioners may prove to be a valuable way to
increase health care practitioners’ perceived competence, and to improve their effort to
facilitate behaviour change among patients. Newnham-Kanas and colleagues (2008)
conducted a study evaluating CALC as a treatment for obesity in adults. Over eight to
ten weeks, each participant received six to eight coaching sessions, following which the
researchers found a significant waist circumference reduction and increases in functional
health status and self-esteem among the adults. Qualitatively, participants felt more able
to make healthy lifestyle choices and started living more healthy lifestyles and reported
higher self-acceptance. Also, van Zandvoort et al. (2008) investigated CALC as an
intervention for obese female university students, and found clinically significant
\

improvements in participants’ self-esteem and physical, mental and overall health status
after receiving an average of nine CALC sessions by certified CALC coaches.
4) Value of training health care practitioners to apply MI via CALC tools.
Several studies indicate that MI is more effective for facilitating behaviour change
than brief advice (Lundahl & Burke, 2009; Lundahl et al., 2010; Rubak, Sandbaek,
Lauritzen, Borch-Johnsen, & Christensen, 2006; Soria et al., 2006). Also, a recent meta
analysis of 119 studies using MI concluded that using MI as part of patient treatment can
actually require less time on average than other viable treatments, and therefore, may
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represent a more time-efficient and cost effective option (Lundahl & Burke, 2009).
However, only a very few studies have focused on how to implement and integrate MI in
professional behaviour in clinical practice. The investigators associated with this study
trained health care practitioners to use Co-Active coaching tools as a way to bring the
tenets of MI into daily clinical practice for the purpose of facilitating behaviour changes
in patients.
Poirier et al. (2004) developed a course for first year medical students to teach
students communication skills and to learn and practice MI techniques to target behaviour
changes such as tobacco addiction, sedentary lifestyle, and obesity. This course was a
total of 10 hours of didactic instruction combined with interactive learning techniques
such as role playing. All students who completed the course showed a significant
increase in confidence levels, particularly in their understanding of MI (Poirier et al.,
2004). More recently, White et al. (2007) investigated the effects of a three hour training
lecture to first year medical students. While the students did not become proficient in all
areas of MI, they perceived the training to be valuable and believed it was an important
and relevant topic (White et al., 2007). Another group has also incorporated MI
communication training in first year medical students’ curriculum for smoking cessation
counselling with encouraging results (Brown, Pfeifer, Gjerde, Seibert, & Haq, 2004).
*

Lundahl and Burke (2009) included 27 training studies in their review of the
effectiveness and applicability of MI for clinical practice in medical/health care settings.
Workshops of 9-16 hours, with didactic instruction combined with role playing and other
interactive exercises, appeared to be the most effective method to increase Mi-related
skills such as reflections and open questions. However, this review also highlighted the
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need for further research in professional workshops, particularly long term effects on
both health practitioner and patient outcomes. Overall, health-related literature on health
care practitioner training in MI tools is still in the developmental stages, and an effective
method for training and implementation of the tools has not been determined. Despite
rapid diffusion of MI, formal training evaluations suggest variable skill gains, in fact,
many practitioners do not achieve desired competency levels (Catley et al., 2006;
Hartzler et al., 2007, Moyers et al., 2008). Furthermore, to date, no one has investigated
the perceived impact that training practitioners to use CALC tools to implement change
via MI principles has on practitioner attitudes/motivations to counsel for behaviour
change. CALC (Whitworth et al., 2007) is an effective way to bring the tenets of MI to
practical use (Irwin & Morrow, 2005; Newnham-Kanas et al., 2010). The findings of the
latter study, combined with the lack of agreement on effective MI training procedures,
highlight the value of this study in investigating CALC training in health care
practitioners using both quantitative and qualitative approaches.
5) Theoretical background and justification for outcome measures. Outcome
\

measures for this study included self-reported competence, perceived autonomy, and
practitioner attitudes toward behaviour change facilitation in daily clinical practice with
respect to facilitating behaviour change among patients. Adoption and maintenance of
behaviours such as clinician counselling depend on health care practitioners feeling both
autonomous and competent about behaviour counselling (Williams & Deci, 1998;

:

Williams, Levesque, Zeldman, Wright, & Deci, 2003). From a theoretical perspective, it
is advantageous to consider certain tenets of self-determination theory (SDT; Deci, &
Ryan, 1985; Williams, Deci, & Ryan, 1998). This theory is built around the distinction
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between motivations for behaviour that are autonomous versus controlled (Deci, & Ryan,
1985). A sense of free will, choice, self-initiation, and personal endorsement of a
behaviour encompass autonomous motivation to perform an activity. By contrast, a
person who feels external pressure experiences controlled motivation. Comparisons
between people whose motivation is autonomous and those who are externally controlled
typically reveal that autonomous motivation results in more interest, excitement, and
confidence, which in turn leads to enhanced performance, persistence and creativity in
behaviours (Sheldon, Ryan, Rawsthome, & Ilardi, 1997). Notably, this is even true when
people have the same level of perceived competence around an activity (Ryan & Deci,
2000). In line with this, researchers have shown when a behaviour is autonomously
motivated, greater maintenance of behaviour change is promoted (Williams et al., 2003).
Practitioners who believe that engaging in behaviour change communications with
patients will be effective in facilitating those changes and who are personally committed
to facilitating behaviour changes among patients would be considered to be
autonomously motivated to engage in behaviour change counselling, in accordance with
SDT (Deci, & Ryan, 1985).
Perceptions of competence are thought to be important with respect to a particular
activity or behaviour because people are more likely to engage in that activity/behaviour
if they believe they are effective in the specific domain (Ryan & Deci, 2000).
Practitioners who gain confidence and perceived competence with respect to their ability
to be effective facilitators of behaviour change arguably will increase the amount of time
and effort spent on counselling their patients. Perceived competence has been assessed in
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.various studies and used to predict maintained behaviour change, effective performance,
and internalization of values (Ryan & Deci, 2000).
Levels of perceived efficacy are related to perceived competence and are also
good predictors of behaviours such as health behaviour counselling (Bandura, 2001).
The internal belief about, or expectation of, outcomes relating to one’s own efficacy to
perform a desired behaviour has an impact on the level of effort put into the activity, and
the amount of persistence one is willing to enact in the face of obstacles (Bandura, 1977).
Thus, a measure of practitioner-efficacy is included in the attitude assessment and may
provide valuable insight into practitioners’ perceived impact of tools learned from
CALC/MI workshop participation and behaviour change communication skills.
Therefore, the purpose of this mixed method study was to investigate health care
practitioners’ perceptions of the impact of a one day training workshop in MI applied
through CALG skills on their perceived competence, attitudes toward facilitating healthbehaviour changes, and motivation to facilitate behaviour changes among patients. It was
hypothesized the training would be perceived as useful by the practitioners and that
improvements in each of the measures would be reported.
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CHAPTER n

The Impact of a One-Day Applied Training in Motivational Interviewing on Health
Practitioners’ Perceived Competence, Autonomy, Efficacy, and Attitudes to
Facilitate Behaviour Change: A Pilot Study.1
The majority of health conditions causing disease and death in Canada and
western society are, at least in part, behaviourally-modifiable (Health Canada, 2004;
Mokdad, Marks, Stroup, & Gerberding, 2004; Mokdad, Marks, Stroup, & Gerberding,
2005). Usage of primary health care consultation in Canada is high (Statistics Canada,
2007). In 2005, 77% of Canadians aged 18 to 64 years reported that they had consulted a
general practitioner in the previous year. Unfortunately, recent research suggests that
lifestyle counselling by physicians is minimal (Ma, Urizar Jr., Alehegn, & Stafford, 2004;
Scott et al., 2004; Thorndike, Regan, & Rigotti, 2007). The lack of behaviour change
counselling may be explained in part by the minimal amount of time physicians and
patients spend together during a primary care visit, often not more than 10 minutes
\

(Ohtaki, Ohtaki, & Fetters, 2003; Stange et al., 1998). Other health care professionals
such as pharmacists, nurses, and dietitians have been identified as particularly accessible,
and interact with patients for a longer duration during visits (Haddock & Burrows, 1997;
Ohtaki et al, 2003; Resolution ResAP, 2001) placing them in a good position to provide
motivational support (Amet & Hersberger, 2010; National Physician Survey, 2010).
Consequently, non-physician health professionals are in a key position to be involved in

1A version o f this chapter has been submittedfor publication (Wiley E, Morrow D, & Irwin JD (under
review). Submitted to the American Journal o f Preventive Medicine.)
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behaviour change counselling (Grumbach & Coffman, 1998; Pottie et al., 2008;
Sommers, Marton, Barbaccia, & Randolph, 2000).
One communication technique receiving increased support for assisting health
practitioners with behaviour change conversations is Motivational Interviewing (MI)
(Miller, 1983). MI is used to resolve ambivalence and a growing body of evidence
supports the position that MI principles are effective for activating various health-related
behaviour changes in individuals including lowering dietary fat intake (Brag et al., 2007),
improving adherence to medication regimes (Cooperman, Parsons, Chabon, Berg, &
Amsten, 2007; Dilorio et al., 2008), reducing smoking behaviours (Mantler, Irwin &
Morrow, 2010) increasing fruit and vegetable intake (Resnicow et al., 2001), enhancing
compliance with exercise programs (Scales & Miller, 2003), as well as several other
health-related improvements (Burke, Arkowitz, & Menchola, 2003; Lundahl & Burke,
2009; Lundahl, Kunz, Brownell, Tollefson, & Burke, 2010).
Although MI is well described, and has been widely researched in the health care
field, health care professionals receive varied and often minimal training towards its
practical application (Rubak, Sandbaek, Lauritzen, & Christensen, 2005). Research
indicates that a major challenge with MI in a setting such as daily clinical practice is the
lack of understanding about how to integrate the concepts into practice (Mesters, 2009).
This may explain the inconsistent results of MI interventions (Hettema, Steele, & Miller,
2005; Hettema, Sorensen, Uy, & Jain, 2009; Mesters, 2009).
Co-Active Life Coaching (CALC; Whitworth, Kimsey-House, Kimsey-House,
Sandahl, 2007) is a theoretically grounded behaviour change method (Irwin & Morrow,
2005). Recent research has found that a probable reason for much of CALC’s
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effectiveness lies in the fact that its tools provide tangible methods to bring the tenets of
MI to practical use (Irwin & Morrow, 2005; Newnham-Kanas, Morrow, & Irwin, 2010).
The current study was part of a mixed-methods investigation to explore qualitatively and
quantitatively, the impact of a one-day CACL workshop on practitioners experiences of
behaviour change (please refer to chapter III of this thesis for the qualitative aspect of the
larger study).
The purpose of this study was to assess quantitatively the impact of a one-day
training workshop in MI applied through CALC skills on health care practitioners’
perceived competence, autonomy and attitudes toward facilitating health-behaviour
changes among patients in daily clinical practice. It was hypothesized that improvements
would be reported in attitudes, perceived competence, and autonomy to facilitate health
behaviour changes among patients.
Methods
À pre-test/post-test multiple baseline design was employed to examine the impact
of MI via CALC tools training workshop on various aspects of participants’ attitudes
toward behaviour change facilitation in daily clinical practice.
Multiple baseline methodology (described below) studies can include very few subjects
and Kazdin (1982) supports the use of as few as four participants. Ten health care
practitioners from various specialties volunteered to take part in the study; all were
female; five registered nurses; two pharmacists; two social workers; and one dietitian.
Participants ranged in age from 26- 65 years with 60% between ages 38-55. Ninety
percent of participants had 10 or more years of full-time experience in their current
specialty and one participant had two years’ experience. Two participants had previous

MI training which consisted of one hour or less. Full participant demographic details are
I
1

i

presented in Table 1, below.

■

■

;
Table!
Demographic Information o f Health Care Practitioners (n=10)

Demographics

#

Gender
Male

0

Female

10

Participant Age (years)
25-34

1

35-44

3

45-54

3

55-65

3

Years of Full Time Work In Current Specialty
0-5
6-15
16-25
26-30
35-40

1
.......... 2

■

3

,

2
. ^ .. .....

‘

...

...........
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Health Care Practitioner Role
Dietitian

1

Pharmacist

2

Registered Nurse

5

Social Worker

2

First Language
English

10

Other

0

Ethnicity or Self-Identified Cultural Group
Caucasian

9

Italian

1

Previous Motivational Interviewing or Co-Active Life Coaching Training
No

■

'

' Yes ‘ ■■■

-

8
2

Length of Previous Training
0-1 hour

2

Participants were eligible if they were health care practitioners working full-time
and had an interest in improving their patient-communication and facilitating behaviour
change in their patients. The researcher communicated with potential participants by
phone to determine eligibility. Because of the more descriptive nature of qualitative
research, more fully described details of this procedure are outlined in Chapter III.

56

Ethical approval was granted from the University of Western Ontario’s Office of
Research Ethics (Appendix A).
Two certified Co-Active coaches, with extensive experience facilitating ;
workshops focused on the application of MI through CALC for health care practitioners,
provided a seven and a half hour interactive training workshop. Together, this team has
conducted many MI/CALC workshops (n > 20), most geared to multidisciplinary health
care professionals. Health care practitioners were recruited within the Thames Valley
Family Health Team and attended the training workshop in MI via CALC tools.
Workshop design rationale has been described in detail in Chapter I and workshop
content is provided in Chapter III.

Study Design
A multiple baseline design (described below) that uses both quantitative and
qualitative components was utilized for this thesis research. The qualitative components
are described later (Chapter III) and this chapter focuses specifically on the quantitative
aspect of the study.
Upon entry to the study, participants were assigned their baseline measurements
(the schedule was varied for each participant). At the first meeting, the participant
received instructions about the outcome measurement questionnaires and was asked to
complete the first questionnaire over the next 24 hour time period. The questionnaires
were completed through an online portal (www.Surveymonkey.com) and the researcher
had access immediately after the participant completed the questionnaire. A reminder
system was discussed with each participant and involved an e-mail reminder to fill out
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the questionnaires. For those participants who underwent more than one baseline
measurement, the researcher explained that these measurements were important to help
show a stable trend in attitude and motivation for behaviour change facilitation prior to
the training workshop, and as such, the participants were instructed to maintain their
regular trends in terms of behaviour change counselling.
Participants were assigned a code 01-10. The first participant to sign up and meet
the eligibility criteria was given code 01; the second participant to sign up and meet the
eligibility criteria was given the code 02, and so on until all 10 spots were filled.
Baseline measurements varied in number for each participant. Participants engaged in
between one and five baseline measurements with the first baseline questionnaire
completed 25 days prior to participation in the workshop. Upon completion of the
workshop, participants filled out the same questionnaires again, immediately after the
workshop. Thereafter, at weeks one (seven days) and four (30 days) post-workshop
questionnaire (see Measures, below) were completed by each participant. A visual
timeline outlining the study structure and data collection period is provided in Figure 2.
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Figure 2. Workshop and Data Collection Timeline
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Figure 2. Step by step timeline of questionnaire administration pre- and post-workshop

Twenty-five days prior to the workshop, two participants, 01 and 02, completed
baseline assessments in the form of questionnaires (See Appendix B, C, D). For
participants 01 and 02 the baseline questionnaires were completed every five days until
the workshop date for a total of five baseline measurements. Participants 03 and 04
completed the first baseline measurements 20 days prior to the workshop and every five
days until the workshop date for a total of four baseline measurements. Participants 05
and 06 began baseline questionnaires 15 days prior to the workshop for a total of three
baseline measurements, and so on. After participation in the workshop, all participants
completed the assessment questionnaires at the end of the training day. Post workshop
questionnaires were completed at seven days and 30 days post-workshop (one and four
weeks). These were completed individually by each participant at each time point.
Note. The baseline questionnaires and post-assessment questionnaires are identical.
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Multiple baseline single subject design. This study utilized a multiple baseline
single subject research design to determine consistency in practitioners’ self-reported
motivation, efficacy, and competency towards working with patients to facilitate health
behaviour changes prior to the intervention. Consistency and trends of more than one
behaviour or attitude can be examined in one subject with a multiple baseline design
(Hayes, 1981). Furthermore, researchers can also explore the consistency or trends of
more than one variable across participants (Kazdin, 1982). Multiple baseline
measurement methodology has been shown to be both reliable and effective in assessing
experimentally the types of changes under investigation in this study (Hayes, 1981;
Kazdin, 1982). The more baseline measurements performed, the smaller the probability
that reported changes are due to chance, and the clearer the illustration that the
intervention was the factor responsible for the observed changes between the baseline and
intervention (Backman & Harris, 1999; Hayes, 1981; Kazdin, 1982).
It was possible that confounding factors could influence the observed trends in
this study, particularly due to the somewhat ambiguous and subjective nature of the
outcome measurements of self-efficacy and motivation. However, arbitrary variations in
the length of baseline assessment period strengthen the internal validity of multiple
baseline methodology (Kazdin, 1982) and were therefore employed (as seen in Figure 2,
above). Multiple baseline single subject research studies do not allow for broad
generalizations (Kazdin, 1982); however, this design was chosen because it allows a
small number of subjects to be examined for the efficacy of an innovative program
(Hayes, 1981; Kazdin, 1982); An MI applied with CALC tools workshop and its impact

60

on practitioners’ attitudes, perceived competence, and motivation to facilitate behaviour
change in patients is an innovative approach that has not been researched previously.

Measures
Perceived Competence Scale (PCS). The Perceived Competence Scale (PCS)
(Williams & Deci, 1996) was adapted and used to assess participants’ competency to
facilitate behaviour changes among their patients. This is a previously validated, short
questionnaire based on self-determination theory with an internal consistency value of 0.8
(Williams & Deci, 1996; Williams & Deci, 1998; Williams, Freedman, & Deci, 1998).
Items on the PCS are written to be specific to the relevant behaviour or domain being
studied and thus an adaptation was made so that the scale would address perceived
competence to facilitate health behaviour changes (Appendix B).
Perceived Autonomous Motivation Scale. The Perceived Autonomous
Motivation Scale (Williams, Levesque, Zeldman, Wright, & Deci, 2003) measured
practitioners’ level of perceived internal motivation to pursue behaviour change
counselling among their patients. The scale is validated and reliable and has been used
in a recent study investigating physician motivation to counsel tobacco dependent
patients to quit (Williams et al., 2003). This scale was adapted to reflect behaviour
counselling in clinical practice (Appendix C).
Adapted Nutrition in Patient care Survey (NIPS). The Nutrition in Patient care
Survey (NIPS; McGaghie et al., 2001) was adapted to address practitioners’ attitudes
toward facilitating health behaviour changes in routine clinical care. NIPS is a validated
tool containing five subscales to assess nutrition in routine care, clinical behaviour,

61
practitioner patient relationship, patient behaviour/motivation and practitioner efficacy
(McGaghie et al., 2001). This tool has good internal consistency and test-retest
reliability. The test-retest reliability for the subscale ‘Nutrition in routine care’ has been
shown to be 0.80 when tested on 107 medical students (McGahie et al., 2001). For
‘Physician-patient relationship’ the reliability was reported at 0.55. The reliability is 0.50
and is 0.64 for ‘Patient behaviour/motivation’ and ‘Physician efficacy’ respectively. This
scale is considered useful to predict patient care practices and to evaluate research on
clinical or education interventions (McGaghie et al., 2001). Four of the NIPS subscales
questions were adapted. The only adaptations were that the words ‘nutrition counseling’
was changed to ‘behaviour change facilitation’ and the word ‘physician’ was changed to
‘health care practitioner’ (Appendix D) to address the topic of behaviour change
facilitation. The subscales are entitled: a) Behaviour change in routine care; b)
Practitioner-patient relationship; c) Patient behaviour/motivation; and d) Practitioner
efficacy.
The responses to each statement on the NIPS scale were scored on a Likert Scale
where responses ranged from 1 (strongly disagree) to 5 (strongly agree). Item 6 on the
practitioner-patient relationship scale: “Patients need specific instructions about how to
change their behaviours” was changed to be reverse scored because the MI applied with
CALC approach views the client as being fully competent to identify their own answers
and solutions to challenges, and practitioners are encouraged to use probing questions
rather than advice-based behaviour change methods ( Miller & Rollnick, 2002;
Whitworth et al., 2007). Item 3 on the practitioner efficacy scale: “For most patients,
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health education does little to promote adherence to a healthy lifestyle” was changed
from being reverse scored to being scored as is, for the same reason as above.

Data Analysis and Interpretation
The data was plotted on graphs (see Figure 3 and Figure 4 below) for each
participant individually. On each graph, measures of perceived competence and
autonomy before and after the workshop were charted. Razdin (1982) describes the use
of visual inspection to analyze graphs for changes in measures involving a very small
sample size, as demonstrating statistical significance in trends with low numbers poses a
challenge. Visual inspection is useful for single subject studies and was used to estimate
intervention effects of the workshop on practitioners’ attitudes towards facilitating
behaviour change, and perceived competence and motivation to facilitate behaviour
change in patients. Changes in mean and level of each outcome measure, changes in
trend and the latency of the change are of particular importance when visually inspecting
data because these represent the degree and rate of change of the outcome measures
\

(Kazdin, 1982). Each participant’s data was analyzed separately and each factor was
considered independently. A change in mean reflects each participant’s average level of
perceived competence/autonomy/etc., and whether it changed over the baseline period
and/ or after the intervention. This approach helped to determine if the workshop was
associated with consistent changes in self-efficacy, perceived competence, and/or
motivation. The trends were evaluated by visually examining the slope of the data during
the baseline phase and the post-intervention phase. A systematic change in measurement
outcomes was suggested by a change in trend (Kazdin, 1982). Changes in level can be
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shown if the intervention had a reliable effect. For example, if the graphic data are
different from the last baseline measurement to the first measurement after the workshop,
it can be inferred that the intervention had a reliable effect (Kazdin, 1982). Lastly, the
data was also visually inspected to note the length of time after the workshop training
before a change was observed. This is called the latency of change (Kazdin, 1982).
Cohen’s statistical method for examining the degree of effect of an intervention
on dependent variables was used via the rule for effect size (Cohen, 1988). Cohen
operationally defined a small effect as d = 0.2, an effect that is not noticeable to the
human eye; medium effect, d = 0.5 is noticeable to the unaided eye of a trained researcher
or clinician; and large effect, d = 0.8, is noticeable to the untrained eye such as a study
participant. Cohen’s rule for interpreting effect size was used to objectively evaluate
participants’ pre-post attitudes on the four sub-scales of the adapted NIPS scale and
perceived competence and autonomy to facilitate behaviour change among patients in
routine care. For this study, it was determined that evidence of a large effect on the
above outcome measures would best support the conclusions that a clinically significant
\

change had occurred as a result of the intervention (as this would represent a change that
was noticeable to the study participants).
Four sub-scales from the NIPS (McGaghie et al., 2001) were adapted and scored
by summing the rating assigned to each item, making sure to reverse score the positively
reversed items. The Perceived Competence Scale (Williams & Deci, 1996) was scored
by summing the rating assigned to each item. The Perceived Autonomy Scale (Williams
et al., 2003) was scored by summing the rating assigned to each item.
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Results
Individual effect sizes were calculated for each participant. These effect sizes
were averaged to give an overall best estimate of effect. Scores for each participant were
graphed and analyzed using visual inspection for the Perceived Competence Scale and
the Perceived Autonomy Scale and will also be presented.
Perceived Competence
The maximum score possible on the Perceived Competence Scale (Williams &
Deci, 1996) was 35 and participants’ scores for this study ranged from 10 to 32 with
higher scores indicating greater perceived competence to facilitate behaviour change
among patients in routine care.

..................

Individual effect sizes for the perceived competence scale ranged from d = 1.73 to 20.82
and the average of the individual effect sizes was d = 4.61. This effect size indicates a
clinically significant improvement in participants’ perceived competence to facilitate
behaviour change after completion of the training. Furthermore, visual inspection reveals
an increase in each participant’s scores for perceived competence. This data is presented
!
\
in Figure 3.

Figure 3. Perceived Competence to Facilitate Behaviour Change Scores for
Particpants 01-10 Before and After CALC/MI Workshop
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Figure 3: Graphed data of Perceived Competence to Faciliate Behaviour Change Scores.
Data is presented for each participant individually. The left verticle axis indicates the
particpants’ self-reported score on the Perceived Competence Scale. The horizontal axis

indicates the timepoint (day) at which the self-report was completed. The vertical lines
(

indicate the period prior to the intervention (baseline phase) and when it was
implemented (intervention phase). Trendlines plotted for each participant help to
visualize the trend during baseline and after the intervention.

Perceived Autonomy
The maximum score possible on the Perceived Autonomy Scale (Williams et al.,
2003) was 28 and scores for this study ranged from 18 to 28 with higher scores indicating
greater perceived autonomy to facilitate behaviour change among patients in routine care.
Individual effect sizes for the Perceived Autonomy Scale ranged from d = 0.00 to 4.08
and the average of the individual effect sizes was d = 1.62. This effect size indicates a
clinically significant improvement in participants’ perceived autonomy to facilitate
behaviour change after completion of the training. Furthermore, visual inspection reveals
an increase in the majority of participants’ scores for perceived autonomy. This data is
presented below in Figure 4. It should be noted that the highest possible score on this
scale is 28 and two participants consistently scored themselves at 28 during the baseline
period, and thus there was no room to show a possible increase after the intervention

Figure 4. Perceived Autonomy to Facilitate Behaviour Change Scores for
Particpants 01-10 Before and After CALC/MIWorkshop
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Figure 4. Perceived Autonomy to Faciliate Behaviour Change.
Data is presented for each participant individually. The left verticle axis indicates the
particpants’ self-reported score on the Perceived Autonomy Scale. The horizontal axis
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indicates the timepoint (day) at which the self-report was completed. The vertical lines
indicate the period prior to the intervention (baseline phase) and when it was
implemented (intervention phase). Individual participant trendlines help to visualize the
trend during baseline and after the intervention.

Adapted NIPS Scale
Scale ‘Behaviour change in routine care’ had a maximum possible score of 40.
Participants’ scores in this study ranged from 28 to 40 with higher scores indicating more
positive attitudes towards facilitating behaviour change in routine care. ‘Practitionerpatient relationship’ had a maximum possible score of 40. Scores for this scale ranged
from 23 to 39. Scale 3: ‘Patient behaviour motivation’ had a maximum possible score of
15 and scores for this scale ranged from three to 12. ‘Practitioner efficacy’ had a
maximum possible score of 30. Scores in this study ranged from 17 to 26 with higher
scores indicating more positive attitudes towards the efficacy of health care practitioners
to help facilitate behaviour changes among patients.
\

NIPS Effect Sizes. Participants scores for ‘Practitioner efficacy’ revealed a large
increase (Cohen’s d = 2.22) with individual effect sizes ranging from d = 0.73 to d =
4.24. The overall effect for this scale was d = 2.22.
Individual effect sizes for the ‘Behaviour change in patient care’ scale ranged
from d = -0.71 to 9.53 and the average of the individual effect sizes was d = 1.69.
Participants’ scores on the ‘Practitioner-patient relationship’ scale revealed a moderate
increase (Cohen’s d= 0.61). Individual effect sizes for this scale ranged from cf=-1.87 to
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d = 11.24. Effect size of scores for attitudes towards ‘Patient behaviour/motivation’
revealed individual effect sizes ranging from d = -2.83 to d = 1.47 with an average
overall effect of d = -0.48, indicating a medium decrease. Participants’ scores for
‘Practitioner efficacy’ revealed a large increase (Cohen’s d = 2.22) with individual effect
sizes ranging from d= 0.73 to d= 4.95.
The overall effect sizes for ‘Practitioner-patient relationship’ and ’Patient
behaviour/motivation’ did not show clinically significant changes. The effect sizes for
the ‘Practitioner efficacy scale’ and ‘Behaviour change in patient care’ indicated a :
clinically significant improvement in participants’ attitudes towards behaviour change
counselling in daily clinical practice after completion of the training intervention.
Individual effect sizes and averages for each scale of the adapted NIPS scale are listed in
Table 2.
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Table 2
Effect Sizes for each NIPS scale, Perceived Competence Scale, and Perceived Autonomy
scales fo r Individual Participants o f the MI training

Effect Sizes

Participant

Behaviour

Practitioner-

Change in

Patient

Patient

Practitioner

Perceived

Perceived

Routine Care

Relationship

Motivation

Efficacy

Competence

Autonomy

01

2.78.

11.24

-0.52

2.14

1.74

2.14

02

9.53

-0.52

-2.83

1.23

1.84

2.98

03

0.71

-1.04

0.87

2.45

20.82

0.00

04

0.21

-1.87

-0.43

1.3

6.43

1.39

05

1.9

-1.39

0.82

4.24

2.45

2.75

06

-0.71

0.00

0.57

4.95

1.81

0.53

07

1.33

-0.56

1.47

0.85

1.73

0.41

08

0.82

-0.89

-1.54

0.73

2.49

0.00

09

0.66

-0.91

-2.9

1.01

2.48

1.94

10

-0.34

2.04

0.31

3.27

4.34

4.08

1.69

0.61

-0.48

2.22

4.61

1.62

Overall Effect

;

Note: Small effect size=0.2; medium effect size= 0.5; large effect size= 0.8
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Discussion
The objective of the present study was to determine whether participation in an.
seven and a half hour MI via CALC tools training workshop improved health care
practitioners’ perceived competence, perceived autonomy, or attitude towards behaviour
change in routine care as assessed through four scales: a) Practitioner efficacy; b)
Behaviour change in routine care; c) Patient behaviour/motivation; and 4) Practitioner
patient relationship.
The major findings were that perceived autonomy, perceived competence, attitude
toward practitioner efficacy to facilitate behaviour change and attitude towards behaviour
change in routine care improved after participation in the training. These improvements
were still clinically significant four weeks after the training workshop. These findings
are important because they clearly demonstrate that practitioners are more likely to
engage in behaviour change conversations with patients if they feel more capable and
amenable to do so, and these conversations will increase the likelihood that patients will
engage in healthier choices/behaviours. For example, in the work by Williams et al.
(2003), who studied both physicians and non-physicians’ predictors and motivations to
counsel patients about smoking cessation, the authors reported that improvements in
perceived competence and perceived autonomy predicted changes in counselling
behaviour (Williams et al., 2003). Perceived autonomy is of particular significance as
the self-determination theory (Deci & Ryan, 1985) proposes that a change in perceived
competence only affects motivation when the changes are experienced as autonomous
(Williams et al., 2003). Therefore, the results of this study suggest that after the
MI/CALC workshop, participants felt more autonomously motivated to engage in
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behaviour change conversations with patients and thus, may engage in this activity more
often.
Successfully incorporating MI into a setting such as daily clinical practice is not
well understood currently and studies report mixed results (Hettema et al., 2005; Mesters,
2009). This may be due to the lack of understanding about how to integrate the concepts
into practice (Mesters, 2009). Co-Active Life Coaching (CALC; Whitworth et al., 2007)
tools can provide tangible methods to bring the tenets of MI to practical use (NewnhamKanas et al., 2010; Mantler et al., 2010) and training health care practitioners in such
tools may help increase the amount and effectiveness of behaviour change counselling.
Up until the implementation of this study, the utility of an MI workshop using CALC
tools on practitioners’ attitudes, perceived competence, and motivation to facilitate
behaviour change in patients had not been researched. Research evaluating MI training
suggests skill gains are inconsistent and practitioners often do not achieve desired
competency levels (Catley et al., 2006; Hartzler, Baer, Dunn, Rosengren, & Wells, 2007).
In sharp contrast, the findings from this study provide a preliminary understanding of the
utility of this type of MI training that incorporates specific CALC skills to ameliorate
\

.

health practitioners’ attitudes toward and perceived competency in working with their
clients.
There are several important study limitations that must be considered when
interpreting the results. First, given the voluntary nature of the study, the presence of
selection bias is a concern. Participants who volunteer for this training may have had a
high motivation to learn and implement new techniques and are not necessarily
representative of all health care practitioners. Second, all measures were self-reported,
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thus reporting biases cannot be ruled out. Third, the small sample size reduced the power
of the study and precluded the ability to examine more nuanced relationships among
various subgroups of study participants (e.g., by specialty or gender). Finally, even
though several clinically significant findings did emerge, and methods were employed to
isolate the impact of the training itself, attributing these positive changes solely to the
training intervention would be inappropriate, given that no control group was used
(Shadish, Cook, & Campbell, 2002).
Behaviour-related illnesses are a major health issue for North Americans and
people around the world, and research must continue to evaluate innovative approaches
to assist health care practitioners in facilitating effective behaviour change counselling.
Despite the limitations of this study, MI applied via CALC tools training shows promise
as a strategy to improve health care practitioners’ incentive to address behaviour change
in daily clinical practice. Future research should focus on a larger scale study and include
more objective measures of practitioner counselling behaviour.
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CHAPTER m

Health Care Practitioners’ Perceptions of a One-Day Applied Training in
Motivational Interviewing for Facilitating Behaviour Change2

Chronic non-infectious illnesses such as cardiovascular disease, type two diabetes
and cancer are the leading causes of death and disability in Canada and worldwide
(Health Canada, 2004). It is estimated that one in 10 premature deaths among Canadian
\

adults can be attributed directly to one of these conditions (Lau et al., 2007). Obesity and
excess body fat are associated with the above and several other co-morbidities, and thus
may represent the most prevalent and significant behaviour related health issue in our
society (Statistics Canada, 2006), indirectly and directly costing the Canadian health care
system more than $6.0 billion in 2006 (Anis et al., 2010). Therefore, effective methods
to reduce unhealthy and increase healthy-behaviours will have vast human and economic
consequences. .
It is now recommended that physicians and other healthcare providers counsel
their patients about preventive health behaviours, such as physical activity and healthy
dietary intake, as part of routine healthcare visits (U.S. Department of Health and Human
Services, 2000). While utilization of primary healthcare by the Canadian general
population is high (Statistics Canada, 2007), a patient typically spends only about 10
minutes with a physician during an office visit (Ohtaki, Ohtaki, & Fetters, 2003; Stange
et al., 1998) and any additional time is spent with nurses or other health care

2 A version o f this chapter has been submitted for publication (Wiley E, Irwin JD, & Morrow D (under
review). Submitted to the Canadian Journal o f Public Health.)
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professionals. By taking on the time-consuming tasks of patient education and behaviour
change counselling, health professionals such as nurses, nurse practitioners, dietitians and
pharmacists can play a very important role (Grumbach & Coffman, 1998; Pottie et al.,
2008; Sommers, Marton, Barbaccia, & Randolph, 2000; Whitlock, Orleans, Pender, &
Allan, 2002). For instance, nurses are the largest group of health professionals, and have
more contact with patients than any other health professional group (Haddock &
Burrows, 1997). Similarly, pharmacists have been identified as one of the most
accessible health-care professionals (Resolution ResAP, 2001). Additionally, in a recent
survey of Canadian physicians, nearly all identified lack of time and compensation as the
strongest barriers to providing nutrition counselling (Wynn, Trudeau, Taunton, Gowans,
& Scott, 2010), underscoring the important role dietitians play in health and behaviour
change counselling.
Chronic health conditions including, but not limited to, type two diabetes and high
blood pressure are often related to behavioural patterns (Field et al., 2001). Ongoing
treatment of chronic health conditions may require health care practitioners to see
patients on a regular, repeated schedule. Researchers have found that patients tend to
respond more positively to health care practitioners with whom they have maintained
enduring clinician-patient relationships and who utilize a patient-centred approach (Little
et al., 2001; Soria et al., 2006). Ofteldal, Karlsen, and Bru proposed that such a positive
practitioner-patient approach to behaviour change may strengthen the self-management
motivation of patients with chronic illness (Oftedal, Karlsen, & Bru, 2010).
The traditional approach to behaviour change counselling often relies on advice
and direct persuasion (Gaume, Gmel, Faouzi, & Daeppen, 2009); however, researchers
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have reported that providing advice promotes healthy behaviour change in only 10%20% of patients (Huang, 2005; Koelewijn-van Loon et al., 2009; Searight, 2009).
Furthermore, giving advice often increases patient resistance to change (Duran, 2003).
By contrast, Motivational Interviewing (MI), as both a treatment philosophy and a set of
principles, is intended to help people increase intrinsic motivation (Miller, & Rollnick,
2002). MI was first described in 1983 for treating alcoholism (Miller, 1983). Today, MI
is considered theoretically grounded with clinical recommendations for behaviour change
in a wide variety of problem behaviours including, but not limited to, alcohol or drug
abuse, risky sexual behaviours, smoking, medication adherence, and diet and exercise
(Burke, Arkowitz, & Menchola, 2003; Centres for Disease Control and Prevention, 2000;
Cooperman & Amsten, 2005; Hettema, Steele, & Miller, 2005; Hettema & Hendricks,
2010; Lundahl & Burke, 2009; Lundahl, Kunz, Brownell, Tollefson, & Burke, 2010;
Vasilaki, Hosier, & Cox, 2006; World Health Organization, 2001).
Despite rapid diffusion of MI, formal training evaluations suggest variable skill
gains. In fact, researchers have found that many practitioners do not achieve desired
competency levels (Catley et al., 2006; Hartzler, Baer, Dunn, Rosengren, & Wells, 2007,
Moyers et al., 2008). A set of motivating behaviour change competencies that serve to
bridge the principles of MI with readily applied and efficacious skills is needed.
Co-Active Life Coaching (CALC; Whitworth, Kimsey-House, Kimsey-House,
Sandahl, 2007) can likely provide this. CALC is a method grounded in at least three
theories of behaviour change (Irwin, & Morrow, 2005) and is considered an effective
way to bring the tenets of MI to practical use (Newnham-Kanas, Morrow, & Irwin,
2010). For example, a recent study advocates that the application of MI using coaching
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tools is valuable for reducing smoking-related behaviours (Mantler, Irwin, & Morrow,
2010).
The purpose of this study was to qualitatively explore non-physician health care
practitioners’ perceptions of a one-day training in MI applied using CALC tools on their
experience of behaviour change counselling in clinical practice. The current study was
part of a mixed-methods investigation to explore the qualitatively and quantitatively
assessed impact of a one-day workshop on practitioners’ experiences of behaviour
change. This chapter outlines the qualitative component of the research only (please refer
to Chapter II of this thesis for the quantitative aspect of the larger study).

Methods
This study sought to recruit health care practitioners for a seven and a half hour
training workshop intervention focusing on using CALC tools to implement MI
techniques. In-depth interviews with practitioners were used to assess the value of the
tools in everyday clinical practice.

Participants were eligible if they were English-

speaking health care practitioners who worked full time and had an interest in improving
patient-communication and facilitating behaviour change among their patients.
Ten allied health care practitioners from London, Ontario and surrounding area
were recruited for participation using an information poster and information letter
(Appendix E and Appendix F) that were distributed to health team members by the
team’s Director.

Health team leaders were approached and given a more detailed

information package (Appendix G) about the study to circulate via e-mail to potential
participants.
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Practitioners contacted the researcher by telephone if they were interested in
becoming participants, at which point eligibility was determined and details of the study
involvement were reviewed. The first 10 interested participants who met the eligibility
requirements became the study participants. Every participant who called met the
eligibility criteria and all 10 spots were filled within a week. One person was put on a
wait list but was added when a participant decided not to take part in the study prior to
any data collection. Once participants agreed to take part in this study, individual
meetings with the primary researcher were scheduled. At this meeting, the researcher
explained further the nature and purpose of the research study and participants had an
opportunity to ask questions. A letter of information (Appendix F) was provided for
participants as well as a letter of consent (Appendix H). Participants were told that their
identity would be kept confidential to all but the primary researchers throughout the study
and after the study results were published. Participants were asked to fill out a
demographic questionnaire at the first meeting with the researcher (Appendix I). Once
practitioners confirmed their participation in the study, baseline interviews were arranged
■v

(details below), a date for the training workshop was confirmed, and the workshop
(details below) was conducted at a convenient local location for the participants.
Participants were assigned a participant number in order of enrolment from #01 through
to #10 for confidentiality. See Table 1 on page 54 for a complete summary of the study
participants’ demographic information. One hundred percent of the participants
completed the intervention and all interviews at each time point. Ethical approval was
granted from the University of Western Ontario’s Office of Research Ethics (See
Appendix A).
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Baseline One-on-One Interviews
To gain insights into each practitioner’s experience of dealing with behaviour
change in her daily clinical practice, one-one-one baseline interviews lasting 20-40
minutes were conducted using a semi-structured interview guide (Appendix J) prior to the
workshop (described below). All interviews were conducted over the telephone at a time
deemed convenient by each participant. Honesty demands, as described by Bates (1992)
were used during pre- and post-workshop interviews to encourage participants’ open and
honest responses to each question. Participants were told that to protect confidentiality,
their comments would not be attached to any identifying information and instead would
be presented as simply coming from participants in this study. Participants were asked
about their experiences of, motivations for, and challenges to addressing behaviour
change among patients who were either receptive or resistant; their perceived
competence, confidence, and impact when dealing with patient behaviour change; and
what they felt made it easier and more difficult to engage in change conversations with
patients. Interviews were audio recorded and transcribed. Member checking, as
\

described by Guba and Lincoln (1989) was used throughout the pre- and post-workshop
interviews to ensure the most accurate interpretation of comments and explanations by
each practitioner was obtained. Additional strategies to ensure data trustworthiness are
described below (and in Table 3).

Description of the MI via CALC Workshop
A no-cost seven and a half hour workshop in MI applied via CALC tools was
provided for the health care practitioners who were invited to use the tools, if and when
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they wished, during routine communication with patients. The training took place at a
local in-house facility in January 2011. Two PhDs in the health sciences who are also
Certified Professional Co-active Coaches, one is also a Professional Certified Coach
under the International Coach Federation certification system, with extensive MI via
CALC workshop-delivery experience provided the interactive training workshop.
Together, this team has conducted many MI/CALC workshops (n > 20), most of these
geared to multidisciplinary health care professionals.
The workshop began with an introduction to MI (descriptions extracted from the
work of Miller and Rollnick (Miller & Rollnick, 2002; Rollnick, Miller & Butler, 2008)).
The utility of CALC as a model for health promotion and health behaviour change was
then described. Facilitators introduced the specifics of the integrated client-centred
model from a behavioural perspective, and informed participants about how the day
would unfold. The highly interactive workshop was not a traditional lecture-style
experience. During the workshop, the facilitators focused on practical tools to be used
when working with patients/clients who want to prevent a health-related problem or
\

promote a health-related goal. Facilitators demonstrated the tools/skills, and participants
started working with the tools during the workshop. A series of break-out sessions took
place during which participants partnered to practice the tools with each other, and
facilitators provided feedback and assistance as they were practicing the tools.
Facilitators focused on applying MI using basic components of the CALC model that
they (and their research) have found work best in behaviour change situations.
Participants left the workshop with additional tools to add to their professional "tool
boxes” to help them work with individuals to facilitate positive health behaviours and
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help reduce negative ones. Some of the specific tools/skills used include: helping to
anchor behaviour change goals to clients' personal values; dropping assumptions in
service of helping the public change behaviours; rolling with client resistance; viewing
clients from a ‘competence world view’; learning to ask impactful, open-ended questions;
using ‘tangible’ agreements for helping to get clients' following through on their desired
behaviours; and helping people change their perspective in service of making better
choices for themselves. The value of this model to health care professionals working to
facilitate health behaviour changes among patients and the value of this model to help
reduce practitioner bum-out was discussed and explored. Each participant received a
workshop folder which included additional resources should they want to find out more
about MI, CALC, or allied research-related studies.

Post-Workshop One-on-One Interviews
One-on-one interviews lasting 20-40 minutes were conducted at one- and fourweeks post intervention. The purpose of the post-workshop interviews was to gain an
understanding of the participants’ perceptions of the utility of the training on their daily
clinical practices immediately following the training, and then one-month later.
Participants were asked to describe ways they had incorporated tools from the workshop
into daily practice (if at all); what was different/the same in their approach to, confidence
in, and competence toward facilitating behaviour change with patients since the training;
and what they felt was the impact (if any) on what they did with patients.
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Data Management
To preserve confidentiality, all data obtained is kept in secured computer files and
locked filing cabinets located in the Arthur and Sonia Labatt Health Sciences Building.
All computer data was password encrypted and accessible only to the lead investigator
and co-investigators of this study. Data will be retained for five years after the study
results have been published, at which time all data and audio recordings will be
destroyed, all computer data will be erased and all paper data will be shredded.

Data Analysis and Interpretation
Each pre- and post- interview was audio recorded and transcribed verbatim.
Inductive content analysis, as described by Patton (1987), was performed on the
transcripts independently by the primary researcher and a co-investigator. The transcripts
were analyzed to gain a thorough comprehension of the comments made and to identify
relevant themes. No names were used in data analysis and presentation; only themes
were presented to ensure participants’ confidentiality. As stipulated by Patton (1987),
\

identified themes were compared by the researchers to determine which themes most
accurately represented the practitioners’ experience of the workshop and the perceived
usefulness of acquired skills in daily clinical practice to facilitate patient behaviour
change. The trustworthiness of the qualitative data was maintained by using a number of
strategies, as described by Guba and Lincoln (1989). The specific nature and application
of these strategies for this study is outlined below (Table 3, adapted from Irwin et al.,
2005). Data saturation was reached by the sixth interview, and the additional four
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interviews were conducted because the current study is part of a larger study and utilizing
all 10 participants enabled the collection of additional rich and salient information.
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Table 3
Measures to Ensure Data Trustworthiness
Measure
Credibility

Description
Member checking was done between questions and at the end of
each interview to ensure the researcher correctly understood the
responses from each participant. The interviewing researcher
provided her perception and a summary of the participant’s
responses before moving to another question.

Dependability

Following each interview, the interviewing researcher debriefed
and summarized the content with 1 or both other researchers, and
details were recorded.
Any potential biases were voiced, recorded and considered to
ensure that analyses were not influenced by researcher bias.
Detailed information was continually documented for the purpose
of an audit trail.

Confirmability

Inductive content analysis was performed independently and
simultaneously by two researchers, who met later to compare
analyses. Data was examined for similarities and differences
across the interviews. From here, emerging themes were
identified. A summary of this was then discussed and final
themes agreed upon.

Transferability

The research process was documented in detail, which allows
interested groups to evaluate if the results may be transferable to
other settings.
\

Note, adapted from Irwin et al., 2005
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Results

Pre-Workshop Interviews
Persistence to facilitate change. Despite many participants expressing feelings
of frustration, their persistence with behaviour change counselling with patients was a
prominent theme from the data. Practitioners were not necessarily deterred by lack of
success and this notion was paralleled by their expressions of caring about patients.
Every practitioner described caring about their patients and knowing patients needed to
change to improve their health as motivating factors to counsel about behaviour change.
Specific quotations illustrative of participant responses are provided in Table 4.
Giving advice and suggestions. Giving advice and suggestions was a commonly
described approach for encouraging behaviour change, among 9 out of 10 practitioners.
Participants stressed the importance of making the patient aware of the long-term health
consequences of not changing certain behaviours, providing relevant
guidance/information, and explaining which behaviour changes the patients should make
(illustrative comments are in Table 4).
Behaviour change facilitation was hard work for practitioner. Some
practitioners felt that that behaviour change was hard work. Furthermore, it seemed to
some, especially with patients not ready to move toward change, that the practitioner is
the one doing most of the work. This contributed to a reported lower motivation of the
health care practitioners to address behaviour change as well as frustration among some
practitioners when dealing with chronic non-compliant patients (illustrative quotes are in
Table 4).
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Low perceived confidence and competence to facilitate change. Practitioners
described patients rarely rescheduling follow-up appointments and low success with
behaviour change outcomes as contributors to feelings of low confidence and competence
pertaining to facilitating behaviour change effectively. Some practitioners felt they were
approaching behaviour change in an effective way, but observed that they were not

;

actually effective. Some also described feeling hopeless and defeated when a patient was
unsuccessful in lifestyle change (see quotations in Table 4).

Table 4
Pre- Workshop Themes about Behaviour Change Facilitation

Theme

Quotations

Persistence in Facilitating Change
“What motivates me is when patients are coming in and their
disease process isn’t improving, their lab tests aren’t improving,
their pain isn’t improving but they don’t seem- they don’t seem to
be motivated to make themselves do what is necessary.”

“You feel like you’re making a difference in someone’s life.”

“It’s [facilitating behaviour change] very difficult. It feels like you
are banging your head against the wall and you don’t just want to
give up on them because you know they have to make the change.”
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Giving Advice and Suggestions
“And not that I want to say that I’m threatening. But I mean that
sometimes .. .you need to tell them what can happen if they don’t
change.... ‘.. .your diabetes would get worse....You’d have to go
from oral meds to insulin....’ I guess showing them ... stages they
could end up. So I guess it’s a bit of a scare tactic.”

“ ‘If you behave like this, these are going to be the
consequences’... so I would give them something sort of specific
that they could do... suggestions.. . or I would always say ‘have
you thought of...’."

“I have actually said, ‘look . . . here's what I'm hoping that you
might want to do’, cause let's say they complain about this issue all
the time, but when you make a suggestion they will not follow
through with anything, so I will say ‘when you do this make a
follow-up appointment’, and you know what sometimes they will
not come back because they had no intention of doing it.”

Behaviour Change is Hard Work for Practitioner
“It’s frustrating that you’re putting so much effort into it and they
[patients] don’t seem to.”
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“I think I think I've come to the conclusion that people just won't
change no matter how hard you [the practitioner] try.”

“I think eventually I feel like I can break them [patients] down.”

Low Perceived Competence and Confidence to Facilitate Change
“It's defeating [patient non-compliance]... It doesn't make you feel
like you’re a great practitioner.”

“I know I’m trying but I don’t think that I’m doing a very good
job.”

“If they [patients] absolutely have no motivation.. .whether it's
smoking cessation or whether it's lifestyle change with diabetes or
whatever, that's where I run into roadblocks and then I think ‘oh
gee I, I'm not competent to do this.’"

“It's [when a patient does not make a change] a feeling of
hopelessness...failure and ...you know basically I guess I feel that
they...either something is wrong with me.. .or they don’t want to
change, or both....”
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“I think since I’m not as competent as I think I could be then my
confidence isn’t as high as it could be.”

“I know what the [behaviour change and motivation] concepts are,
but whether I’m doing it effectively I don’t know.”

“On a scale of 10,1 would say my competency is 4 or 5 whereas on
a practical level I can’t even grade myself. It’s much lower than
that.”

“Especially when they [patients] come back and they haven’t done
what you’ve agreed upon so...competence is low as well.”
Note. Although quotations may fit in more than one theme, they are presented in the
section in which the quotation fits best.

Barriers and facilitators to facilitating behaviour change. The reported
barriers and facilitators to behaviour change communication with patients pre-workshop
included: patient receptivity and interest; frustration at non-compliance; lack of tools and
techniques; patient-practitioner rapport; and patient in crisis. Table 5 provides illustrative
quotations.
Patient receptivity and interest. Practitioners stressed that patient receptivity and
interest to make a behaviour change was critical to the behaviour change encounter and
could be a major barrier if low, and a facilitator if high. Practitioners reported
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consistently that dealing with a patient who was willing to change was much easier than
dealing with those who were not ready to make changes. Some participants did not know
where to start the behaviour change conversation or felt ‘stuck’ when dealing with
unreceptive patients. One practitioner highlighted the fact that in her experience, a
patient in crisis can be a facilitator towards behaviour change and a patient not in crisis
can be a barrier. A patient in crisis may be highly motivated to make immediate changes
i

and may be very receptive to advice. This draws attentions to the transient nature of
motivation. Table 5 provides some illustrative quotations.
Frustration. Pre-workshop, all practitioners expressed varying levels of feeling
frustrated when dealing with non-compliant or unmotivated patients. The majority
described some level of frustration toward the patient who was not ready to make a health
behaviour change and/or felt they were wasting their time trying to deal with
disinterested patients. Others felt frustrated at themselves. Two participants described
feeling only a bit frustrated during appointments with unreceptive patients and stated that
the frustration did not impact them after said appointment. Table 5 provides illustrative
quotations.
Need more tools. All participants expressed a desire to learn new techniques with
some expressing that they knew their current approach was not effective but did not know
what else to do. Practitioners became stuck in conversations with patients when patients
were not receptive or continually non-complaint surrounding the health behaviour
changes. Some participants explained they understood behaviour change principles but
wanted practical tools to use with a patient. Table 5 provides illustrative quotations.
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Practitioner-patient rapport Practitioners perceived behaviour change
conversations were easier if it was not the first time meeting the patient and if there was a
good practitioner-patient rapport. Table 5 provides illustrative quotations.
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Table 5
Barriers and Facilitators to Facilitating Behaviour Change

Theme

Quotations

Patient Receptivity and Interest
“Some of them [patients] they just -you know- they don’t accept
that they’re sick, or that they have a health issue.”

“I'll say ‘so what brings you? ’... [if patient responds with
something like] ‘oh my mom made me come’...and I know we're
not going anywhere with that.”

“If someone [patient] is absolutely not interested [in change] that
creates quite the barrier. So patient buy-in is pretty important.”

“If I can go back into the chart and see that they [patients] have
had really poor diabetes control and they’re not doing anything
about it for two years and then the doctor has finally sent them to
me. I would say that makes it harder for me because of the thing in
my head that says, ‘well they’ve been slacking off for two years,
what exactly is it that the doctor expects me to be able to
do?’....So I’m ... throwing in the towel before I’ve even started.”

“If I have a sense that they [patient] at least want to
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try... sometimes just the fact that they keep coming back you
know and making the appointment, then that gives me more
patience.”

“Once the crisis situation becomes stable then sometimes they
will lose the motivation to do some of the other behaviour pieces
because they are no longer in crisis. They’re motivation is actually
the highest and sometimes that’s the only reason they come is
because of the crisis.”

Frustration with Unmotivated Patients
“The patients that don’t comply or don’t try to do anything - you
get frustrated w ith... .1 try not to get angry. Ahh, Sometimes I do.
I think - 1just think why... can’t you just get the point that if you
don’t take care of things you’re going to be sicker down the road? I
never say that to them.”

“And my own personal frustration I guess [is] that.. .the way that
I’m doing it [behaviour change facilitation] isn’t very
effective...that we’re not making progress towards goals....”

“Frustrating. I feel like it’s [behaviour change facilitation]
sometimes a waste of my time.”
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Need More Tools
“... I understand that the behavioural change is complex, especially
in the context of smoking. I’ve heard numerous talks where
they’ve alluded to that. So I think I can regurgitate it, but as for my
practical hands-on knowledge, what I’m lacking is that nobody’s
ever really sat down.. .and adjudicated how I’m doing that in dayto-day practice.”

“I need to learn different techniques and to ... motivate people
without being threatening”

“Sometimes I think with smoking cessation it's...how
exactly...how do you motivate people.... So I think...what stops
you [practitioner] sometimes from getting into these conversations
is actually how to get into it...from a conversation standpoint.”

Patient-Practitioner Rapport
“Patients that I know better that I’ve seen a few times, I feel as
though.. .it flows a little more easily rather than a person that I’ve
only met for the first time.”

“The patients- if they are familiar with you it’s nice. A previous
relationship to begin with makes it a lot easier for sure.”

Ill

One-Week Post-Workshop
Themes that emerged from the one week post-workshop interviews included: a
renewed inspiration and motivation to facilitate behaviour change; partnering with
patients and giving less advice; experiencing a positive perceived impact on the patients;
feeling that behaviour change is easier and less stressful; enjoying higher levels of
competence and confidence; and being mindful of practitioner impact. See Table 6 for
illustrative quotations for each theme described below.
Renewed inspiration and motivation to facilitate behaviour change.
Practitioners reported an eagerness to work with all, including non-compliant patients and
a feeling of renewed motivation to engage in behaviour change conversations. They also
reported greater optimism at their effectiveness due to their access to new tools, positive
perceived impact on patients and an increase in follow-up scheduled appointments with
patients.
Partnering with patients and giving less advice. Although at baseline a few
practitioners indicated they took an individualized approach to giving advice and
\

explored options with patients, after the MI/CALC training, all 10 participants described
a major shift in their approach to behaviour change counselling. Practitioners felt less
responsible to solve problems for the patient and reported engaging in a working
relationship with patients in which the patient is much more involved in choosing
changes. Participants consistently described taking a more client-centred approach since
taking the workshop. Specifically, they reported they give less advice and let the client
choose what to work on and what their specific change goals will be. With this
relationship shift, practitioners described feeling less responsible to be the only one
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looking to find a solution to patients’ problems. Practitioners also expressed feelings of
greater awareness of the patient’s own health-related agenda and motivation, which
resulted in giving the patients space to talk more (and practitioners talking less and
listening more) during appointments. Practitioners also described feeling more open to
finding out about patients and having fewer preconceived assumptions about them prior
to the appointment.
Perceived positive impact on patient. Practitioners reported that when using the
MI/CALC tools they perceived a very positive impact on the patients. Some practitioners
described patients’ increased enthusiasm to engage in behaviour change conversation and
make concrete changes. Others described perceiving patients as feeling more valued as
an individual, and that coming up with their own decisions was empowering for the
patient.
Behaviour change facilitation is easier and less stressful. Practitioners
emphasized repeatedly that when using MI/CALC tools, behaviour change conversations
were less stressful and felt easier compared to before their use of the tools. Participants
\

reported reduced feelings of stress while facilitating health behaviour change, even with
unmotivated patients because the tools engaged the patient to problem-solve.
Competence and confidence improved. All participants felt they were more
effective at behaviour change using the MI/CALC tools, and they were more confident to
engage in behaviour change conversations with these practical tools on hand. For
example, practitioners described the value of having new techniques for patients
presenting with low motivation. However, some participants also noted that learning a
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new skill had challenges, and that the tools needed to be consciously concentrated on
and/or felt awkward during initial use.
Mindful of impact in conversation. Participants noted they were very conscious
of the MI/CALC approach during their conversations with patients and that they were
more aware of their impact on the patient after the training. They described this in terms
of being aware of the patients’ receptivity to their approach and as being aware if they
were giving advice or being curious with the patient. Keeping the skills in mind also
helped the participants use and practice the skills. Participants stressed the importance
of and commitment to keeping specific tools in the forefront of their minds so they would
remember to use the tools during appointments.
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Table 6
Impact o f the MI/CALC Workshop on Health Care Practitioners One-Week PostWorkshop

Theme

Quotations

Renewed Inspiration and Motivation to Facilitate Behaviour Change
“If you get stumped [facilitating behaviour change]... I think before
[the workshop] I would just quit, and now if I get stumped I have '
two or three different possibilities to move into.”

“Honestly, I would really just have to say I just feel so much more
inspired [since the workshop].”

“I would say it’s [behaviour change facilitation] still frustrating,
but I would say I have so much more hope that I can make a
difference.”

“I would say that in the past when I would look at my appointment
schedule and would say ‘oh, look there’s patient A, B, C.. .what a
waste of time. ’ Now, I think, ok, let’s try out this motivational
piece, behaviour change piece and see not if we can make the
difference that I ’m looking for, but really elicit what it is that he or
she [patient] is looking to change.”
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“[I feel] More optimistic for sure [since the training], more
motivated to work at it [behaviour change].”

. .he’s [referring to an unreceptive patient] one in the past that I
would have thought I don’t think we are going to make a lot of
headway here, there doesn’t seem to be a lot of interest or
motivation on his part.. .but [now that I have the training] he’ll be
a good client to kind of play around with some of the things I’ve
been learning, there’s an opportunity there.”

Partnering with Patients and Giving Less Advice
“Before,... I thought it was up to me to figure out what their
[patients’] issues were, and through the motivational [workshop]
day it’s not, it’s listening to them [patients] and making them into
more self-managers of their own issues.”

“Normally, in those [behaviour change discussion] appointments now that I’m reflecting back on it - it was a lot of me bombarding
information at them [patients] and them just kind of sitting there. I
was trying to be - like I would just talk endlessly.. .now I’m just
more having an open conversation. The biggest thing I’m trying to
remember is trying to use those‘what questions’.”
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“Before [the workshop] I used to tell patients what to do without
asking what they’d like to work on. Now it’s either their decision,
or a joint decision.”

“I’m definitely trying to do more listening and asking questions
rather than being the one that’s providing all of the information.”

Perceived Positive Impact of Tools on the Patient
“I think they [patients] are far more self-motivated to do that
[specific behaviour change actions] and they feel more connected
somehow to it [behaviour change goal].”

“[Unlike previous to the training] [T]he patients enjoyed it here I
mean it was all I could do to get them to leave [when using MI
approach].”

“I think [since using new tools] they [patients] were actually
motivated to come back....Well first of all they didn’t want to
leave and second of all they wanted to book next appointments.”

“It [when I use new tools] gives them [patients] more confidence
or autonomy... they feel valued like their opinion, they're not just
here for me to tell them what to do. They're responsive... they're

|
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taking the responsibility..

j

Behaviour Change Facilitation is Easier and Less Stressful
“They [patients] come out with a new realization that isn’t from

i ■
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m e - it’s from them....I think, wow, we [health professionals]

s.

i

didn’t do anything.”
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“It’s [MI approach] refreshing. And it seems like less... not like
I’m trying to get out of work... it just seems less stressful on me....
pushing them, making them more responsible.”

“I feel like I’m sitting back and letting them [patients] do the
thinking.”

“It feels easier for me...knowing that...you're putting the questions
\

out there and they're [patients] coming up with the decision on
!

what to do, and once they decide then I just kind of wrap it up fo
r them.”

t

“I think it’s easier for me, like they were saying at the workshop,
you know if you feel like you’re doing all the work then you’re not
doing it right. So it’s really that client feeding it and just kind of
!
I

going with the flow... it just feels easier.”
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Competence and Confidence Improved
“If you [practitioner] get stumped.. .1 think before I would just quit
and now if I get stumped I have two or three different possibilities
to move into.”

“I’d say my competence is increased, I’d say my confidence is
greatly increased.. ..My competence I’d say I think I know what
I’m supposed to do and I think I have the tools to do it.. .but if
you’re not confident then it makes it harder to even try, and I think
that whole day [workshop] was very confidence building.”

“This [workshop] has given me some strategies on where to start.
Even that pictogram of the wheel [tool provided at workshop]- that
is a terrific way to start....... if you’ve got a block of time set
aside, you can use that strategy. If you don’t have that block of
time, then some of those short questions.. .that you [workshop
facilitators] provided are strategies that can be implemented.”

Mindful of Impact in Conversation
“I’m actually very cognizant of the process [MI] when I’m
speaking to my patients. So it’s [MI approach] just more at the
forefront of my mind.”
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“Open-ended questions is something I was doing before anyway,
but I think just being more conscious of it, aware of that.”

“Certainly.. .1 feel I'm probably more effective now. It’s still
awkward. Doing something that you’re, I mean, you have to be
thinking all the time and it’s very very difficult not to give that
advice.”
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Themes Four Weeks after Training
Four weeks after the workshop participants’ continued to report similar themes to
the ones presented above at one-week post workshop. The themes were: behaviour
change facilitation is easier and less stressful, mindful of impact in conversation, renewed
inspiration and motivation to facilitate behaviour change, partnering with patients and
giving less advice, perceived positive impact on patient, and competence and confidence
improved. In addition to the themes presented below (in Table 7), three participants
reported that in addition to the list of resources they were provided, they would have like
more reference materials to help them feel confident to keep using the skills. A theme
that was present one week post-workshop but emphasized more strongly four weeks post
was that practitioners reported changing their perception from viewing small changes as a
failure or not good enough to viewing behaviour changes as successful through the lens
of the patient. Another theme that emerged more strongly four weeks after participation
in the workshop was that participants felt they had a practical tool to utilize to facilitate
behaviour changes among patients. Additionally participants noted that with time and
use, they actually felt more comfortable and capable using the tools. Illustrative
quotations are in Table 7.
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Table 7
Impact o f MI/CALC Training on Health Care Practitioners Four Weeks Post-Workshop

Theme

Quotations

Behaviour Change Facilitation is Easier and Less Stressful
“It doesn’t seem like it’s [facilitating behaviour change] work, it
seems like it’s having a conversation with somebody, it’s not like
you’re probing and... it’s not as exhausting I guess.”

“I don’t I don’t feel the burden of having to decide what they want
to do.”

“It’s [using MI approach] a lot easier on staff because definitely
there... doesn’t seem to be as much pressure on us to try to find a
way for them [patients ] as opposed to themselves finding a way
[to make the change]. So...it [using the MI approach] takes a little
bit of pressure off us [practitioners] as well.”

“You get sick of pulling teeth after a period of time so it’s nice to
w that you actually don’t have to in most cases.”

“It doesn’t need ... to be rocket science it can be a very simple
question that.. .either you .. .help the patient realize they want to
change or what it is they want to change. So, you know, I don’t
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need to go and read 10 textbooks and take courses forever
and ever I should be able to incorporate this [MI approach]
into my day-to-day practice.”

“I think it [MI approach] really does open up the lines of
communication and having the individual say what you want them
to say without you saying it, without you prompting is really cool.”

Mindful of Impact in Conversation
“Even having the awareness...when you go through training
like that, it sort of becomes forefront that you’re even thinking
about that sort of thing, rather than just going through the standard
agenda. So, that awareness piece is huge that you’re approaching
it [behaviour change conversations] and even thinking about those
questions.”

Renewed Inspiration and Motivation to Facilitate Behaviour Change
“In the past I would’ve been like, ‘that was a totally useless waste
of time [trying to help a resistant patient change],’ but now those
people are the biggest challenge and they’re the people that I’m
trying to rope-in.”

“I think I just do it [approach behaviour change with patients]
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more often, way more often than I was ever doing it before.”
“It’s [since the workshop] like a renewed motivation to
tackle.. .this [behaviour change with patients].”

“In general, it [the workshop] just got me more inspired..., more
enthused and I’ve mentioned it, I’ve given some of these things to
other people just to say, ‘hey look, do you ever think of something
like that?”’

Partnering with Patients and Giving Less Advice

;

“I used to... not by a script, but I knew.. .what to do if they
[patients] had hypertension this is what they needed to...they
needed to take their medication regularly, they needed to change
their diet, they needed to do this.... And now it’s more, I’m finding
out why maybe they’re not taking their medication.. .or why
they’re overeating.”

“I would have to say, in hindsight, I think that often when I have a
patient come in I would look at their chart and have a preconceived
notion of what the problem is or what the answer is, whereas now
as I am asking these opened-ended questions. I get to hear it from
them [patients] which I think which is useful because we are
pursuing their goals or identifying their problems and issues, rather
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than what I think are the problems and issues.”

“Before [the workshop] I would have been very quick to say, ‘this
is what you need to do’ as opposed to now, I’ll be a little more
patient and say, ‘well what is it you need to do?”’

“I’m not sure that I would’ve approached it [behaviour change
conversations] in that manner at all. We might have bombarded
them [patients] with all the information... rather than make it
doable... before it probably would’ve been so overwhelming that it
may be not as effective.”

Perceived Impact of Tools on the Patient
“They’re [patients] more willing to make the change if they have
come up with the change basically, and I’m not sitting here with a
ruler telling them to do it kind of thing.”

“You know, it [MI approach] makes them [patients] more involved
in their care -not being dictated too.”

“I got the information that I needed [from the patient] and.. .it was
a very relaxed atmosphere and it didn’t feel like a medical
appointment [when using MI/CALC techniques] which I think he
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[patient] quite enjoyed.”

“I actually can feel their [patients] excitement.... It’s [MI
approach] more of a collaborative kind of effort - as opposed to
paternalistic information-providing kind of thing.”

Competence/Confidence Increased
“Well I definitely feel more competent [since workshop] in doing
the behaviour change appointments because, you, know the
questions [I’m] asking are appropriate and I am seeing more
progress.”

“I feel confident to engage in the [behaviour change]
conversations - more confident. I would say that I’m probably able
to get more behaviour change because of the workshop, just
because I know the steps to go about having people make the
change or encouraging the change.”

“I do feel much better, more confident with using it [MI tools] and
I’ve seen it work, so you know...I still lapse back into the other but
then I think, ‘oh I shouldn’t be doing that.’”

“When you see something that - when you see the client respond
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positively [to MI approach], it obviously makes you feel more
confident and competent as well so it’s a good thing all around.”

Have a Practical Tool
“The ‘what questions’ really resonated with me and I’ve really
latched onto them because I understand what motivational
interviewing is but now [after the workshop], I have the ‘what
questions’ that have really resonated with me the most and I found
them really easy to use [in behaviour change conversations with
patients].”

“What’s different now [since taking the workshop] is that I feel
like I have something that I can use for behavioural change rather
than thinking, ‘ahh, I’m stuck, I can’t go any further.’ So it’s given
me a tool to explore with individuals when there seems to be
something in the way of behavioural change - be it motivation or
whatever the situation is.”

View Success Through the Lens of the Patient
“It could be the smallest little thing like, ‘I’m gonna drop my
cream for my coffee from three to two. ’ It can be just the smallest
little thing, it doesn’t have to be huge, you know, even [just a
small change] that is encouraging.. .that they’re willing to do
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something.”

“I’m just celebrating smaller successes, so not that I expect them
[patients] to take 100% of their pills 100% of the time. But I’m
happier with bargaining with them to get them to take one pill and
see what happens-that kind of thing.”
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Discussion
Health care practitioners in this study cared deeply for their patients, understood
that patients need to make behaviour changes to improve their health, and were motivated
to counsel behaviour change in spite of frustration or low success with patients who were
not willing to make health behaviour changes. Frustration when working with
unreceptive patients was identified, along with a desire for a wider range of behaviour
change tools and low perceived competency as barriers to behaviour change in their
clinical setting. Because the participants in the current study volunteered to take part, it
is likely that they are a special group of practitioners who are particularly interested in
behaviour change facilitation among their patients. However, themes that emerged from
this study were common across all specialties of health care providers who participated in
this study. This thematic consistency is encouraging in that it suggests that this MI
training can impact a variety of health care practitioners and therefore, MI training could
be broadly applied and implemented.
The qualitative nature, small sample size (n=10), and self-selected participants in
the current study means these trends cannot be assumed to be representative of health
care practitioners in clinical practice; nonetheless, the reported results are consistent with
previous research. For instance, in addition to being prominent themes in the current
study, patient receptivity/motivation, low perceived competency and lack of tools have
been reported as barriers to behaviour change counselling by other health care providers
in primary care (Casey, 2007; Cook, Nasser, Comfort, & Larsen, 2006; Jansink et al.,
2010; Wens, Vermeire, Van Royen, Sabbe, & Denekens, 2005).
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Prior to taking the MI via CALC workshop, participants described their common
method of facilitating behaviour change as giving advice and suggestions. However,
after the workshop practitioners reported less advice giving and adopting a more
partnered, patient-centred approach, which is consistent with the spirit and intent of MI
(Miller & Rollnick, 2002). Participants described their new approach as more effective at
actually facilitating patients’ behaviour changes, while at the same time being a more
positive and less stressful experience for both practitioner and patient. Previous research
has found that whereas unsolicited advice-giving is associated with increased patient
resistance (Duran, 2003), a patient-centred approach is associated with higher patient
satisfaction and motivation (Little et al., 2001). Furthermore, the shift in practitioners’
approaches in the current study are important given there is a growing number of
randomized controlled trials that have shown that Mi-based approaches outperform
traditional advice and education in the treatment of multiple conditions (Britt &
Blampied, 2010; Lundahl et al., 2010; Rubak, Sandbaek, Lauritzen, & Christensen,
2005).
After the training workshop, practitioners reported a renewed motivation to
address behaviour change in clinical practice, even in patients not ready to make health
behaviour changes. This is relevant because it suggests practitioners may engage in
behaviour change conversations more often, even with initially unreceptive patients, after
receiving training perceived to be useful. In turn, patients who otherwise would not even
consider making a change may feel encouraged to at least discuss and consider important
changes.
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Although important findings are revealed from the current study, it is not without
limitations. For example, one limit to this study is the voluntary nature of the
participants, which may indicate a selection bias towards a high motivation to leam and
implement new techniques. Despite this, the reported impact on participants is
encouraging. The improvements indicate that after this intervention, participants were
likely to engage in behaviour change conversations with patients more often. This study
used a small sample size (n=10) and a qualitative methodology which means the results
are not generalizable. Additionally, although two follow-ups were conducted after the
workshop, a longer follow-up might have provided more information regarding the long
term impact of this workshop intervention. Also, based on participant feedback, it is
recommended that the training be refreshed after a period of time and that more reference
materials be given.
In conclusion, the impact of MI via CALC tools training was positive for all
participating health care practitioners. Increases in perceived competence were reported
as well as a decreased level of stress associated with behaviour change facilitation. As
preventable and behaviour-related illnesses increasingly plague our society, it is crucial
that researchers continue to evaluate approaches to prepare health care practitioners to
effectively counsel patients toward behaviour change, and to help those counsellors feel
competent and autonomous to do so in daily clinical practice.
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CHAPTER IV
Discussion and Conclusions

The objective of the present study was to determine whether participation in a
seven and half hour MI via CALC tools training workshop improved health care
practitioners’ perceived competence, perceived autonomy, perceived practitioner
efficacy, behaviour change in routine care, patient behaviour/motivation, and the
practitioner patient relationship.
A significant increase in perceived competence, perceived autonomy, and attitude
about practitioner efficacy to facilitate behaviour change, and attitude towards behaviour
change facilitation in routine care was found post-intervention. These findings are
important as perceived competence and perceived autonomy are considered to be good
predictors of future behaviour change (Deci & Ryan, 1985; Williams & Deci, 1998;
Williams et al., 1998). That is, it can be predicted that health care practitioners in this
study will engage in health behaviour counselling activities with patients more often than
prior to taking the MI workshop. This finding was confirmed in the qualitative portion on
the study. Attitudes about practitioner efficacy and attitude towards behaviour change in
routine care improved significantly. The NIPS scale scores can be used as independent
variables to predict health care practitioner behaviours in clinical settings or used as
dependent variables to gauge attitude changes resulting from educational interventions
(McGaghie et al., 2001). Perceived efficacy for a behaviour is also a good predictor of
that behaviour (Bandura, 1996; Bandura, 2001). Thus, in this case, a high perceived
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efficacy of health behaviour counselling may indicate higher rates of behaviour change
counselling among patients in daily clinical practice (Bandura, 1996; Bandura, 2001).
Encouragingly, the improvements in perceived competence, perceived autonomy, attitude
about practitioner efficacy to facilitate behaviour change, and attitude towards behaviour
change facilitation in routine care were significant four weeks after the training
workshop. A more positive attitude towards practitioner efficacy and behaviour change
facilitation in routine care may mean these practitioners are likely to continue to engage
in behaviour change conversations more often with their patients, after having taken the
MI/CALC workshop. Qualitatively, the participant interviews confirmed this finding;
practitioners reported a more positive attitude towards behaviour change facilitation as
well as engaging in such conversations more often.
Quantitatively, there were no significant changes in the NIPS subscales measuring
attitude towards practitioner-patient relationship or patient behaviour/motivation. This is
not surprising when the qualitative components are taken into account. At baseline,
participants demonstrated commitment to both patient care and the pursuit of behaviour
change, even in the face of resistance. Health care practitioners in this study cared deeply
for their patients and were seeking techniques to become more effective at facilitating
change. Additionally, participants, for the most part, indicated good practitioner-patient
relationships at baseline, and therefore, a ceiling effect may have been present;
participants may have rated themselves at a high level at baseline and thus there was little
or no room to measure an improvement, if present.
Further, it is reasonable to expect limited changes in attitudes toward patient
behaviour and motivation when considering the principles of both MI and CALC (such as
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meeting the patient where they are, and resolving ambivalence around change).
Practitioners may be less concerned with patient motivation after a MI/CALC workshop
because they now have tools to explore and facilitate potential behaviour change. Armed
with these skills, practitioners may not continue to perceive an unreceptive patient as a
barrier to behaviour change conversations.
Qualitatively, health care practitioners in this study cared deeply for their patients,
understood patients need to make behaviour change to improve their health, and were
motivated to counsel behaviour change in spite of frustration or low success with
unmotivated patients. Practitioners reported barriers such as frustration with
unmotivated patients, a desire for a wider range of behaviour change tools, and low
perceived competency at baseline. Participants volunteered to participate in this study,
and thus it is not surprising they were looking for new tools to motivate patients. At the
same time, other themes were also common across participants. The small sample size
(n=10) and self-selected participants means these trends are not representative of health
care practitioners in clinical practice. However, the reported results are consistent with
previous research with larger sample sizes and generalizability. Patient
receptivity/motivation, low perceived competency and lack of tools have been reported as
barriers to behaviour change counselling by other health care providers in primary care
(Casey, 2007; Cook et al., 2006; Jansink et al., 2010; Soderlund & Nilsen, 2009; Wens,
Vermeire, Van Royen, Sabbe, & Denekens, 2005).
MI principles advocate an evocative relationship between the client and the
counsellor. Therefore educating or advice-giving are not seen as the most constructive
forms of communication because both of these communication forms can increase patient
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resistance (Duran, 2003; Miller, & Rollnick, 2002). Advice and suggestions were often
given by practitioners in this study, particularly at baseline. Previous research indicated
health care providers may be prone to give advice and to be confrontational with their
patients (Martins & McNeil, 2009). In fact, even when health practitioners report
knowing they should involve patients in decision making, in practice, they report
regularly giving simple life-style information and advice (Jansink et al., 2010). However,
after this one-day training workshop in applying MI principles via CALC tools,
practitioners reported less advice-giving and described enlisting the patient’s partnership
in building a plan for health behaviour changes. This was reported consistently even four
weeks after the training. Multiple randomized controlled trials have shown that Mi-based
approaches outperform traditional advice-giving and education in the treatment of
multiple conditions (Britt & Blampied, 2010; Lundahl & Burke, 2009; Lundahl et al.,
2010; Rubak, Sandbaek, Lauritzen, & Christensen, 2005).
Moreover, a patient centred approach is associated with higher patient satisfaction
and motivation (Little et al., 2001). Participants consistently reported positive perceived
impacts on patients when using MI/CALC tools in practice. MI reviews have reported
similar conclusions that patients are largely receptive to the MI approach (Lundahl &
Burke, 2009; Lundahl et al., 2010; Martins & McNeil, 2009). Practitioners felt that they
were more effective in helping to facilitate motivation towards behaviour changes and
that behaviour change conversations were less stressful when they didn’t feel a
responsibility to fix the problem or change a patient.
After the training workshop, practitioners reported a renewed incentive to address
behaviour change in clinical practice, even in patients not ready or willing to make health
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behaviour changes. However, it must be noted that participants in the study were
volunteers and consequently may have a higher baseline motivation to learn and
implement new techniques.
Variability in training procedures may be a factor in the inconsistency of MI
training studies (Madson, Loignon, & Lane, 2009). It is essential then to identify an
efficacious training method to apply MI techniques practically. The training length and
structure of this investigation is similar to other MI training interventions. A recent
review of MI training examined 28 studies (Madson et al., 2009). Sixteen of these
involved 9-16 hours of training. Twenty two of the 28 involved didactic instructions and
experiential exercises, as did the training workshop style conducted in the present study.
Currently, there exists a gap in the literature, as MI training procedures often are
inadequately described in MI training intervention studies (Burke, Arkowitz, &
Menchola, 2003; Martins & McNeil, 2009). Madson (2009) advocates that future
publications include more detailed descriptions of training methods to permit replication
and implementation of effective interventions. The current study includes a very detailed
and transparent description of training methods and components (See Chapter III).
Based on suggestions from some participants, it is recommended that the training
be broken down into two shorter sessions separated by a period of time, and/or provision
of more feedback and resource materials. Other communication training studies advocate
this as well (Heaven, Clegg, & Maguire, 2006). It has also been demonstrated that
although communication skills may appear to be enhanced immediately after training,
there may be little effect on actual clinical practice without supervision or feedback, and
many practitioners may return to their baseline communication style (Miller & Mount,
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2001). Miller and Rollnick advocate ongoing practice and feedback for maintenance of
MI skills (Miller, & Rollnick, 2002). However, this may not be practical from a cost or
time standpoint. Future research into the adoption and maintenance of MI skills after an
MI via CALC tools workshop over a longer period of time than was utilized in this study
could provide a clearer picture.
There are several important limitations that must be considered when interpreting
this study’s results. First, given the voluntary nature of the research intervention, the
presence of selection bias is a major limiting factor. Second, all measures were selfreported; thus reporting biases cannot be ruled out. Third, the small sample size reduced
the power of the study and precluded the ability to examine more nuanced relationships
among various subgroups of study participants (e.g., by specialty or gender). Finally,
even though several clinically significant findings did emerge, attributing these positive
changes solely to the training intervention would be inappropriate as there was not a
control group used in this study design (Shadish et al., 2002).
However, despite the identified limitations, the findings of this study are
consistent with literature which documents that MI can be utilized by a variety of health
care professionals including, nurses, dietitians or pharmacists and can be applied in a
variety of settings to influence multiple health behaviours (Lundahl et al., 2010). Martins
and McNeil (2009) reviewed 37 MI studies in health promoting behaviours and reported
that MI can be delivered in a relatively short time, and as a result, health professionals
can practice it in clinical settings, even under time constraints (Martins & McNeil, 2009).
Furthermore, an identified gap in the successful application of MI is a lack of
understanding about how to integrate the concepts into practice (Mesters, 2009). CALC
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(Whitworth et ah, 2007) tools provide tangible methods to bring the tenets of MI to
practical use (Irwin & Morrow, 2005; Newnham-Kanas et al., 2010), and training health
care practitioners in such tools had a positive impact on the practitioners in the current
study. Therefore, applying MI via CALC tools shows promise as a strategy to improve
health care practitioners’ competency and confidence to address behaviour change in
daily clinical practice. Clearly, this method of MI training warrants further investigation.

Conclusions
Taking into consideration the limitations of this study, the following conclusions
can be made from the current intervention:
1. A one-day training workshop in Motivational Interviewing via Co-Active Life
Coaching was associated with a clinically significant increase in perceived
competence among health care practitioners to facilitate behaviour change
among patients in daily clinical practice.
2. A one-day training workshop in Motivational Interviewing via Co-Active Life
\

Coaching was associated with a clinically significant increase in perceived
autonomy among health care practitioners to facilitate behaviour change
among patients in daily clinical practice.
3. A one-day training workshop in Motivational Interviewing via Co-Active Life
Coaching was associated with a clinically significant increase in perceived
practitioner efficacy among health care practitioners to facilitate behaviour
change among patients in daily clinical practice.
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4. Participants qualitatively reported feeling more inspired and more motivated
to facilitate change among patients, even non-compliant patients after the
intervention.
5. Participants qualitatively reported that behaviour change facilitation was less
stressful after participation and utilization of MI/CALC tools.
6. Participants qualitatively reported feeling more competent and confident to
facilitate behaviour change among patients in daily clinical practice.

Future Directions
This is the first known study to examine the impact of a training workshop in
Motivational Interviewing applied via Co-Active Life Coaching tools on health care
practitioners’ attitudes and perceived competence and perceived autonomy to facilitate
health behaviour changes among patients in daily clinical practice. There are three main
recommendations that can be made for researchers interested in pursuing this MI/CALC
training intervention. First, to increase the generalizability of the study, both males and
females should be included. All 10 participants in this study were female. Second, future
studies should include a larger sample of health care practitioners and should evaluate
effects of the intervention after a longer duration of time. The current study, for logistical
reason, evaluated effects four weeks after the intervention. Third, a follow-up session or
booster and/or additional feedback/resources should be provided after the initial training
sessions.
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Appendix B: Perceived Competence Scale

Perceived Competence for Facilitating Behaviour Change___________
Please respond to each of the following items in terms of how true it is for you with
respect to dealing with facilitating behaviour change among your patients in daily clinical
practice. Use the scale:

1 .1 feel confident in my ability to effectively facilitate behaviour change among
patients.
1
2
not at all true

3

4
5
somewhat true

6

7
very true

2 .1 am capable of facilitating behaviour change among patients.
1
2
not at all true

3

4
5
somewhat true

6

7
very true

3 .1 have the skills necessary to help my patients change their behaviour
1
2
not at all true

3

4
5
somewhat true

6

7
very true

4 .1 feel able to meet the challenge of communicating with patients effectively to
facilitate behaviour changes.
1
2
not at all true

3

4
5
somewhat true

6

7
very true

5 .1 have confidence that I can effectively facilitate behaviour change among patients
who are currently non-compliant with health behaviour recommendations.
1
2
not at all true

3

4
5
somewhat true

6

Adapted From: Perceived Competencefo r Diabetes (Williams, Freedman & Deci, 1998 )

7
very true
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Appendix C: Perceived Autonomy Motivation Scale
___________________________ Perceived Autonomy
1. Counselling my patients about health related behaviour change is personally
important to me as a health care practitioner.
1
2
3
4
5
6
7
not at all true
somewhat true
very true
2. Helping my patients alter health related behaviours (ie lose weight, quit
smoking, increase physical activity) is the most important thing I can do for
their health
1
2
3
4
5
6
7
not at all true
somewhat true
very true
3. Helping my patients change health related behaviours is a challenge I enjoy
1
2
3
4
5
6
7
not at all true
somewhat true
very true
4. Behaviour change counselling just isn't as important as the other things I do
for my patients
(reverse scored)
1
2
3
4
5
6
7
not at all true
somewhat true
very true
Adapted From : Perceived Autonomy and Perceived Competence to Counselfo r Tobacco Dependence (Wiliams, Levesque,
Zeldman, Wright & Deci, 2003)
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Appendix D\ The Adapted Nutrition in Patient Care Survey (NIPS)
Scale 1: Behaviour Change in Routine Care

Strongly
Disagree

Disagree

Uncertain

Agree

Strongly
Agree

1. Behaviour Change Health Care
is boring.

l

2

3

4

5

2. Behaviour Change counselling
should be part of routine care
by all health care practitioners,
regardless of specialty.

l

2

3

4

5

3. Behaviour change counselling
should be included in any
routine appointment, just like
diagnosis and treatment.

l

2

3

4

5

4. Behaviour change counselling is
not an effective use of my
professional time.a

l

2

3

4

5

5. Individual practitioners have
little impact on a patient’s
ability to lose weight.a

l

2

3

4

5

6. I have an obligation to improve
the health of my patients,
including discussing things like
health related behaviours with
them (ie nutrition, weight loss,
sexual behaviour etc).

l

2

3

4

5

7. All health care practitioners,
regardless of specialty, should
counsel high-risk patients about
behaviour changes.

l

2

3

4

5

It is not worth the time to
counsel patients with poor
health behaviours (noncompliant patients) about... (ie
nutrition, physical activity, etc).

l

2

3

4

5

8.

a

\
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Scale 2: Practitioner-patient
relationship
9. Patient motivation is essential to
achieving health behaviour
changes.

1

2

3

4

5

10. Most overweight patients want
to lose weight but feel frustrated
and confused about how to do it.

1

2

3

4

5

11. Patients need good alternatives
in order to change their
behaviour patterns.

1

2

3

4

5

12. A change towards a healthier
lifestyle is important at any
stage of life.

1

2

3

4

5

13. Most health care practitioners
are not adequately trained to
counsel patients about
behaviour change.

1

2

3

4

5

14. Patients need specific
instructions about how to
change their behaviours.3

1

2

3

4

5

15. Specific advice could help some
patients improve their
behaviours.

1

2

3

4

5

16. Patients need ongoing
counselling following my initial
instruction to maintain
behaviour changes consistent
with a healthier lifestyle.

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

Scale 3: Patient Behaviour-Motivation
17. Patients are not motivated to
change unless they are sick.
18. Patients will change their
behaviour patterns only if faced
with a significant health
problem (ie heart attack).

\
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19. Patients will rarely change their
behaviour if they do not have
active symptoms of a disease.

1

2

3

4

5

1

2

3

4

5

21. Practitioners can have an effect
on a patient's behaviour if they
take the time to discuss the
problem.

1

2

3

4

5

22. For most patients, health
education does little to promote
adherence to a healthy lifestyle.

1

2

3

4

5

23. After receiving behaviour
change counselling, patients
with poor habits or noncompliance will make major
changes in their behaviour.

1

2

3

4

5

24. My patient counselling efforts
will be effective in increasing
patients' compliance with
behavioural recommendations.

1

2

3

4

5

Scale 4: Health Practitioner efficacy
20. Most patients will try to change
their lifestyle or health
behaviours if I advise them to
do so.

\

25. After receiving behaviour
1
2
3
4
5
change counselling, patients
with poor habits will make
moderate changes in their health
behaviours.
aReverse scored, i.e., 5=1,4=2,2=4,1=5.
Scales adaptedfrom Nutrition in Patient Care Survey (NIPS) attitude items. McGaghie et
al, (2001)
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Appendix E: Recruitment Poster

Are you Interested in| A New Way
to Facilitate Behaviour Change?
Your participation in this study is welcome if you;
• Are a Health Care Practitioner working full-time
* Speak English fluently
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Appendix F: Letter o f Information
Assessing Health Care Practitioners’ Perceptions and Implementation of MI/Coaching
Skills Training for Behaviour Change

Investigators
Dr. Jennifer Irwin, Ph.D., Faculty of Health Sciences, University of Western Ontario
Dr. Don Morrow, Ph.D., Faculty of Health Sciences, University of Western Ontario
Erin Wiley, M.Sc. (Candidate), Faculty of Health Sciences, University of Western
Ontario
Background
Investigators at the University of Western Ontario are conducting research to
determine the effectiveness and usefulness of a workshop to learn about Co-Active
Life Coaching as tools to utilize Motivational Interviewing techniques to facilitate
behaviour change in the patients of health care practitioners. If you are a health
care practitioner and are interested in facilitating behaviour changes in your
patients, the researchers would like to invite you to participate in the study. There
will be a total of 10 participants invited to this pilot study.
What will happen in this study?
If you agree to participate, you will be contacted by the researcher to fill out a 5 minute
questionnaire once or twice a week for up to 3 weeks prior to the workshop. You will
receive 8 hours of training Co-Active coaching tools to apply Motivational Interviewing
principles through an interactive workshop. At the end of the workshop you will also fill
out a 5 minute questionnaire.
As a participant, you will also be requested to participate in brief, 20-40 minute
interviews with a researcher to discuss your perceptions of facilitating behaviour change
in patients and the value or impact of this workshop for you. These interviews can be
conducted over the phone and will be scheduled at your convenience (ie mornings,
evenings or weekends). Interviews will be conducted once before the workshop and after
at 1 and 4 weeks post and will be audio-recorded for the purpose of transcribing. The
study will run for a total of 8 weeks including the baseline questionnaires and follow-up
interviews.
Alternatives and your right to withdraw from the study
Your participation in this study is voluntary. You may refuse to participate, refuse to
answer any questions, or withdraw from the study at any time. Because the data in the
transcripts and surveys is not identified to you, there is no way we can withdraw your
data from the study.
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Possible benefits and risks to you for participating in the study
There are no known risks due to participation in this study. Possible benefits include
gaining useful tools to communicate with patients or a new way to approach behaviour
change in some patients.
Confidentiality
To preserve confidentiality, all data obtained will be kept in secured computer files and
locked filing cabinets located in the Arthur and Sonia Labatt Health Sciences Building.
All computer data will be accessible to only the study’s lead investigator and coinvestigators. In order to maintain participant confidentiality during the process of data
analysis and disseminating the study’s results, participants will be numbered one through
ten. The participant number linking the data will be held separately from the data and
participant identifiers (ie, name, telephone number) will be shredded immediately upon
the completion of data collection. No names will appear on any documents published as a
result of this study, all results will be presented in aggregate form. Participant number
rather than participant name will be used to identify all audio recording and verbatim
transcripts. Data will be retained for five years after the study results have been
published, at which time all data and audio recordings will be destroyed, all computer
data will be erased and all written/paper data will be shredded.
Representatives of the University of Western Ontario Health Sciences Research Ethics
Board may require access to your study-related records or may follow-up with you to
monitor the conduct of the research.
When results of the study are published, your name will not be used. If you would like to
receive a copy of the overall results of the study, please give your name to the researcher.
Costs and Compensation
There will be no costs associated with the study. The researchers will travel to you when
a meeting is required and the workshop will be conducted in London, Ontario.
Contact Person (should you have any further questions about the study):
Dr. Jennifer Irwin, University of Western Ontario, Phone 519-661-2111 ext 88367
Dr. Don Morrow, University of Western Ontario, Phone 519-661-2111 ext 88389
• If you have any questions about your rights as a research participant or the
conduct of the study, you may contact the Director of the Office of Research
Ethics at 519 661-3036. ethics@uwo.ca
This letter is for you to keep. You will also be given a copy of the consent form once it
has been signed.
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Appendix G: Recruitment Information Package

Research Proposal: U sefulness o f a T raining W orkshop in C A L C /M Ifo r H ealth Care
P ractition ers in D a ily C lin ical P ractice
E rin Wiley, M S c Candidate, UW O, ew iley2@ uw o.ca 519-476-5876

Purpose
To investigate m what ways training in Motivational Interviewing through Co-Active
Life Coaching skills is useful for health care practitioners’ who are interested in
facilitating behaviour changes (eg medication compliance, exercise, nutrition, diabetes
management etc).

Introduction
The health practitioner-patient relationship represents a rich opportunity to
activate motivation and facilitate behaviour change. Research shows health care
practitioners can play a key role in helping their patients improve their own health and
can do so with a feasible level of effort, even in constrained practice settings. Since
\

behaviour change often occurs in incremental steps, a brief behavioural intervention
conducted at each clinic visit could result in patients, over time, adopting and maintaining
behaviour changes.
Motivational Interviewing (MI) is defined as a directive, client centred
counselling style that works to activate the patients’ own motivation for change and
resolve ambivalence. Co-Active Life Coaching (CALC) is a theoretically grounded
behaviour change method and an effective method to bring the tenets of MI to life. A
large body of evidence conclusively shows Motivational Interviewing principles are
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effective for activating various health related behaviour changes in patients. However,
research is still needed on how practitioners perceive the usefulness of these techniques.
Studies have identified that many practitioners experience frustrations when giving
suitable advice to patients who are resistant to important health-related behaviour
changes. Health-related coaching literature is among the fastest growing fields of
research. Life coaching has been utilized effectively to positively impact many health
issues including, but not limited to, asthma, poor cardiovascular health, fitness,
depression, and diabetes. Notably, MI applied via CALC tools has been correlated with
reducing waist circumference and increasing self-esteem and functional health status
among obese adults.
Previous health professional attendees at training workshops using Co-Active
Life Coaching tools have identified value in using the tools within their practice; the tools
may also help practitioners reduce burnout or frustration in this area, or increase
satisfaction surrounding client-centered communication.
A no-cost seven and a half hour training workshop in CALC tools will be
provided for health care practitioners who will use the tools, if and when they wish,
during routine communication with patients. This study will investigate how useful this
training workshop is for the practitioners from the practitioner’s perspective.
A researcher will collect feedback through interviews about how useful the
practitioners perceived the training to be for facilitating behaviour change or changing
communication with their patients.
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What’s Involved
Summary: Seven and a half hours of interactive training, three interviews with researcher
and brief self assessment forms throughout.

The Training: Seven and a half hours of interactive workshop training will be provided at
no cost and at a convenient time and location for the health team. The workshop
facilitators will be Drs. Irwin and Morrow. Dr. Jennifer Irwin is a health behaviourist, a
certified professional life coach accredited with the Coaches Training Institute, a
published author, university professor and workshop facilitator. Dr. Don Morrow is also a
certified professional life coach accredited with the Coaches Training Institute. He holds
a PhD in the Health Sciences and is a university professor and researcher. Together this
team has conducted over fifty-seven MI/CALC workshops, most to multidisciplinary
health care professionals.

Multiple Baseline Measures: Clinicians will self-assess their thoughts about behaviour
change in a five min questionnaire form provided at multiple points before and after the
training workshop.
Interviews: Brief interviews will be conducted and recorded with the primary investigator
to investigate the usefulness of CALC/MI techniques. An interview will be conducted
before the workshop, during the week after training, and one and four weeks later.
Interviews will range from 20-40 minutes and will be set up at the convenience of the
practitioner.

165

The Evidence
The following provides examples of previous research in MI or CALC in which health
care practitioners participated. More information is available about these studies upon *
request.

(1) Clinician-Delivered Intervention During Routine Clinical Care Reduces Unprotected
Sexual
Behaviour Among HIV-Infected Patients (2006)
This study involved 20 physicians trained for 4 hours to use Motivational
Interviewing skills. These skills were used during routine clinical visits and
consisted of brief 5-10 minute discussions between patient and physician. This
study showed MI tools were effective in reducing risky sexual behaviour of their
patients.

(2) An Education and Training Course in Motivational Interviewing Influence: GP’s
\

professional behaviour (2006)
General practitioners (GP) received a 1.5 day course in MI and more than 95% of
GP’s found that they used MI in general practice and that the course changed their
professional behaviour in daily practice. Also the GPs evaluated MI to be more
effective than traditional advice giving and importantly, it was not more time
consuming.
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(3) Effectiveness and Applicability o f Motivational Interviewing: A Practice Friendly
Review (2009)
This review investigated support for MI so health practitioners can see the value
of MI in their clinical work. The review concluded that MI is significantly more
effective than no treatment and applicable to a wide variety of problems ranging
from substance use (alcohol, marijuana, tobacco, and other drugs) to reducing
risky behaviours and increasing client engagement in treatment.

(4) Motivational Interviewing: a systematic review and meta-analysis (2005)
This large review of clinical trials using MI found conclusively that medical
doctors found MI beneficial in many areas including weight loss, lower lipid
levels, increased physical activity, diabetes, asthma and smoking cessation.

(5) Training Dietitians in Basic Motivational Interviewing Skills Results in Changes in
Their Counselling Style and in Lower Saturated Fat Intakes in Their Patients (2007)
Training dietitians in basic Motivational Interviewing skills resulted in changes in
their counselling style and lowered the saturated fat intakes of their patients.
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Appendix H: Letter o f Consent

Co-Active Life Coaching and Motivational Interviewing Workshop Consent
Form
I have read the letter of information, and I have had the nature of this study explained to
me. I have been given the opportunity to ask questions. All questions have been answered
to my satisfaction.
I agree to participate in this study.

Date

Participant’s Name

Participant’s Signature

Date

Researcher’s Name

Researcher’s Signature
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Appendix I: Demographic Questionnaire
Demographic Questionnaire
Age:
Is English your first language: Yes No
To which ethnic group do you identify yourself with?

Sex: M F
Years of Full Time Health Practitioner Experience: _____
Years of Other Health Related Experience (ie other speciality or previous career)
Please specify

Other types of Communication or Behaviour Change Training
Please specify

Yes No

169

Appendix J: Semi-Structured Interview Guide

Pre Workshop:
-What motivates you to address behaviour change in your patients, and what gets
in the way?
-What is your competence and confidence like regarding behaviour change among
patients?
- What is it like dealing with behaviour change issues with your patients?
-What is it like communicating with non-compliant or non-receptive patients?
-What is the impact of these behaviour change conversations on your patients? On
you?
-What makes it more difficult/easier to engage in behaviour change conversation
with patients?

Post Workshop
-In what ways have you incorporated the MI/CALC tools into your daily practice?
-What is different about the way you approach behaviour change with your
patients, what is the same?
- What is like communicating with non-compliant patients?
-What is your competence and confidence like regarding behaviour change among
patients?
- What impact, if any, has your MI/CALC training had on what you do with your
patients? Please provide examples.
-What is different about the way you approach behaviour change with your patients, what
is the same?

